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FOREWORD 



This volume, fifth in the NIMH series of Program Reports , 
reflects the broad range of Institute activities in research, the 
development of mental health manpower, and the delivery of men- 
tal health services. Displayed through Mit is the Institute’s continu- 
ing concern with issues of national importance — among them, for 
example, the well-being of children; the fate of disadvantaged 
minority group members ; the impact of social stress on behavior 
and health ; and the threats posed by such public health problems 
as drug abuse, aging, and schizophrenia. 

The Institute's high priority effort in child mental health is 
apparent throughout — in reports ranging from a basic study of 
the child’s intellectual development, to a demonstration of how 
nursery schools can be used as an instrument for mental health. A 
number of chapters deal in depth with techniques for reversing 
the behavioral penalties of intellectual and emotional deprivation 
among youth. 

Reflecting another of the Institute’s major goals— the provision 
of high quality mental health services to all segment? of the popu- 
lation — are a number of studies describing innovative approaches 
designed to meet the needs of disadvantaged citizens and members 
of minority groups. Through a program of infant stimulation and 
well-baby care, one study shows that marked improvements in 
intellectual development and verbal ability can be achieved. An- 
other team of investigators has provided dramatic evidence that, 
properly motivated and placed in a college setting, angry young 
people in the ghetto demonstrate untapped depths of wisdom and 
ability. Still another creative project demonstrates how meaning- 
ful, effective mental health services can be brought to a population 
with unique cultural traditions and norms. For Navaho Indians, 
“the medicine man” is central to the concept of psychic and physi- 
cal well-being; an Institute training program has capitalized on 
the perpetuation of this ancient tradition while fostering the 
health and harmony of the Navaho community. 

Throughout this volume the reader will find examples of the 
Institute's effort to help solve human problems of broad social 
significance. In one report, for example, the psychological and 
physiological penalties of overpopulation are dramatically por- 
trayed through the results of a long-term study by a team of 
Institute scientists. The implication of their data, they warn, are 
clear : we must choose — and soon — between survival or extinction 



through overcrowding our planet. In another chapter, the reader 
will learn of one of the first efforts to track the long-term effects 
of LSD, and in still another, of the continuing efforts to uncover 
the baffling origins of schizophrenia. Reported here, too, are the 
results of a study addressing one of the most challenging human 
problems in contemporary American life — how to provide our 
aged citizens, parents, and grandparents with the sens«j of dignity, 
worth, and well-being so easily eroded in the latter years. The 
delivery of mental health services to the Nation's rur,i citizens is 
the focus of an especially detailed chapter while still another deals 
in some depth with complex issues in the relationship between 
criminal justice and mental illness. 

Finally, a group of reports featured in this volume will intro- 
duce to the reader a new field of behavioral research with resound- 
ing implications for understanding and treating psychosomatic 
illness. Known alternatively as “instrumental conditioning” or 
“biofeedback,” this new technique has permitted human beings as 
well as animals to acquire control over physiological functions 
such as heart rate and blood pressure that were formerly thought 
to be involuntary. The results of biofeedback experiments have 
encouraged clinical studies showing that patients with hyperten- 
sion, with cardiac arrhythmias, tension headaches, and other ail- 
ments have begun to control their own symptoms by “mental” 
means. As indicated by the projects described here, physiological 
training may indeed become a new form of treatment and an 
important technique in the field of preventive medicine. 

Taken as a whole, this volume offers a panorama of NIMH 
efforts. The representative nature of the work reported will indi- 
cate not only the direction of new treatment approaches, but the 
substance of rapidly approaching frontiers in mental health re- 
search. 




Bertram S. Brown, M.D. 

Director 

National Institute of Mental Health 
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When one identical twin becomes schizophrenic, but the other 
does not, what in their environment caused the difference? And 
when both twins become schizophrenic, what in their biochemical 
make-up predisposed them to it? 

By asking provocative questions like these, Dr. William Pollin 
and his associates at the Section on Twin and Sibling Studies, 
Adult Psychiatry Branch of NIMH, hope to uncover major pieces 
of the jigsaw puzzle that is schizophrenia — a disease which 
accounts for roughly half of all hospitalized mental patients in the 
world. They are not primarily interested in twins, but in schizo- 
phrenia, and for the past six years they have been conducting a 
series of strictly controlled studies that combine the techniques of 
psychiatry, genetics, and biochemistry. These studies focus on: 
(1) the specific family patterns that contribute to triggering schi- 
zophrenia in one twin, but not in another, and (2) the underlying 
biochemical abnormalities that are shared by both twins. Thus, 
they point the way to two fruitful lines of attack on this wide- 
spread disease. 

On the biochemical side, they are currently evaluating the possi- 
ble significance of their most recent finding on 11 pairs of identi- 
cal twins : the high rate of catecholamines excreted in the urine of 
both the schizophrenic and the healthy twin. The catecholamines 
have two important functions : Some of them, particularly norepi- 
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nephrine (noradrenaline) carry messages to different parts of the 
brain ; and all of them play an essential role in the body’s efforts 
to cope with stress. For this reason, previous reports of high 
catecholamines in psychiatric conditions had been attributed to the 
effects of the patients' anxiety. However, stress usually produces 
other signs as well — for instance, an elevation of adrenal steroids. 
Yet the healthy twins showed no parallel rise in their adrenal 
steroids, indicating that the high rate of catecholamine excretion 
was not solely a response to stress. And, indeed, other analyses in 
this Lab determined that the amount of catecholamines in both 
twins was under genetic control. This strongly suggested that 
overactivity of the catecholamine system did not merely reflect 
psychosis, but might help to produce it. 

The Sibling Studies: Schizophrenia vs. Delinquency 

As Dr. Pollin points out, it is very rare in behavioral research to 
have really well-controlled comparative studies. This represents a 
serious problem, particularly since there are so few well-anchored, 
reliable measures of personality or of psychopathology. Psychia- 
trists can clinically get the impression that a certain kird of life 
course is very relevant to a psychosis, but trying to nail down the 
mechanisms involved is extremely difficult. 

He began, therefore, by studying siblings, on the theory that 
children of the same parents would provide a better basis for 
comparison. He wanted to compare the circumstances that led a 
child in each of three sets of families to become either schizo- 
phrenic, delinquent, or exceptionally well adjusted, while another 
child in the same family was just normal. “In some ways, delin- 
quency and schizophrenia are polar opposites,” he explains. “Schi- 
zophrenia is a disease in which inner representations of the exter- 
nal world become completely distorted, resulting in delusions and 
hallucinations. Delinquency is a pathology in which one’s relations 
to the outer world are disordered. It is the difference between 
acting in and acting out.” However, nonspecific reactions of guilt 
and shame are present in the families of both. 

The research scheme devised by Dr. Pollin together with Drs. 
James R. Stabenau and Joe Tupin fitted in with the trend towards 
focusing not solely on the schizophrenic patient, but on the patient 
and his family as a unit. It involved three groups of five selected 
families. The ten youngsters in each group were carefully matched 
for age (between 14 and 18), sex, sibling order, and social class. 
AH were Protestant. All were being raised by their biological 
parents. Both parents and both siblings in each family partici- 
pated in all phases of the research. The five schizophrenics (“S” 
indexes) had been diagnosed as schizophrenic by at least two 





2 



psychiatrists and had suffered from hallucinations, marked para- 
noid delusions, or marked regression for 6 months to 9 years. The 
five delinquents (“D” indexes) were referred by legal agencies; 
they had been charged with car theft, promiscuity, or running 
away. The exceptionally well-adjusted youngsters (“N” indexes) 
had been nominated by the staffs of a local junior college and high 
school for their outstanding academic work and/or personality 
adjustment and peer relationships. With the exception of the S 
indexes, all were seen during outpatient visits, and all partici- 
pants, including the 15 normal control siblings, were interviewed 
and tested at length. 

From the outset, very different patterns emerged among the 
three sets of families — patterns which appeared to antedate the 
symptoms of psychological disturbance in S and D families. 
Among the D families, for instance, all relationships were unsta- 
ble. There were no fixed roles or responsibilities for anyone, and it 
was uncertain who would be the father, who the mother, who 
would dominate or be the leader at any time. By contrast, the S 
parents seemed locked in a rigid relationship to each other and to 
their children. It was a kind of stalemate. On the other hand, the 
N parents seemed flexible, empathic, and able to complement one 
another. On tests of communication and clear thinking, such as the 
Object Sorting Test and the Revealed Differences Test, both the S 
and D families did poorly compared to the N families. 

The family histories of the three groups revealed even more 
striking differences. In nearly every S or D family (but not in the 
N families), a major crisis, spontaneously characterized by the 
family as “the worst time,” had occurred when the index child was 
between 6 months and 3 years of age, usually reaching its peak at 
about the time he was 18 months old. “One of the important 
consequences of this differing incidence of family crisis appeared 
to be its potential for serving as the origin of a negative identity 
in a child through identification with a depressed, guilty, and 
anxious mother,” wrote Drs. Stabenau and Pollin. “In addition, 
the disruptiveness of the family life at that time further served to 
reduce the sense of internal security for the index child.” 

During these earliest years, too, the parents in the S group 
often viewed the child who later became schizophrenic as either 
physically or psychologically “damaged.” (Few of the non-schizo- 
phrenic children were considered defective in this fashion.) And 
nearly all the children who later became either S or D had younger 
siblings born within their first two years, while few of the controls 
did. 

But why did schizophrenic symptoms develop in one group, and 
delinquent symptoms in another, when both suffered from early 



family crises ? The researchers point to differing family life styles 
and, in the case of delinquents, to an additional crisis : the sudden 
collapse of the role of the father, just before the child began to act 
out. Depending on the timing of this change, one child within the 
family would become delinquent while the other would not. In one 
case, for example, a father who had kept his drinking under con- 
trol slipped over the edge and became an alcoholic. In another, the 
father developed Parkinsonism. A third father lost his job. The 
appearance of delinquency nearly always followed a severe loss of 
self-esteem on the part of the father, usually when the index child 
was in his teens. The delinquent then seemed to identify with what 
he saw as an ineffectual, failing father. 

Instability of this kind was unknown in the families of the 
schizophrenics in this sample, where the fathers were employed 
and generally in good health. Here symptoms often seemed to 
follow major separations from a parent, close sibling or grandpar- 
ent. Often the mother scrutinized the index child’s activities with 
phobic concern about where he was and with whom he played, 
fearing harm at play or his being killed in the streets. This re- 
sulted in depriving him of the freedom to explore the world 
around him — a freedom granted within broad limits to N children, 
and given almost recklessly to D children. Typically, the index 
child’s life style was, and had been, extremely constricted. 

In addition to differences such as these in the patterns of family 
relationships, existing evidence of a genetic factor in schizo- 
phrenia suggests that certain organic factors must have been pres- 
ent in the S families, though not in the others. 

An Intensive Study of Identical Twins Discordant for Schizophrenia 

As long as the subjects were genetically different, these findings 
had limited generalizability because inherited traits might account 
for most of the differ ences between them. In 1962, Drs. Pollin and 
Stabenau determined to repeat their study— this time, with identi- 
cal twins. One-egg twins, they believed, would represent “the opti- 
mal controlled sample,” in which not only genetic factors but also 
social, ethnic, chronological and psychological variables were 
matched to a degree not attainable in other ways. 

Twins have been studied with great interest ever since antiq- 
uity. The ancients who believed in astrology were intrigued by the 
fact that twins born at almost the same time could have contrast- 
ing life histories. To explain this divergence, they decided that 
major changes in the configuration of the heavenly bodies must 
have occurred precisely in the interval between the births of Twin 
1 and Twin 2. This meant that if they could locate identical twins 
with differing life histories and find out the moment of their birth, 



they could pinpoint the limits of major astronomical periods. 
Therefore, they actively sought out and studied such twins. But it 
was only in the 19th century, with Francis Galton, that the classi- 
cal twin method came into use as a method of measuring the 
relative contributions of heredity and environment to a specific 
illness or other condition. 

Since monozygotic (MZ) or identical twins are genetically alike, 
but dizygotic (DZ) or fraternal twins are genetically no more 
similar than any other siblings, the degree of concordance between 
twins of both types is meaningful. If 40 out of 50 pairs of MZ 
twins are concordant for an illness, but only 10 out of 50 pairs of 
DZ twins are so concordant, the difference between these two 
figures is a measure of the genetic contribution to the illness. How- 
ever, this assumes that the environment of MZ twins could be 
considered to have been constant — a major flaw in the method, 
according to Dr. Pollin. 

“We set out differently,” he explains. “We did not try to evalu- 
ate the relative importance of the genetic factor, but to ignore it, 
in the sense that it was controlled for both. We were thus in an 
optimal position to study the non-genetic factors involved.” It took 
very extensive recruiting through hospitals, university psychiatric 
departments, and other sources to find enough pairs of identical 
twins in which one was healthy but the other was adjudged clearly 
schizophrenic by five psychiatrists, and in which both parents 
were willing to come to Bethesda to be studied for two or three 
weeks at the NIH Clinical Center, together with both twins. But 
finally 16 such families were brought to the Center and evaluated, 
together with 9 control families. 

Having at least these key members of the family present is 
“almost essential if one hopes to obtain a meaningful historical 
reconstruction concerning the differential experiences of the two 
twins,” declare the researchers. “Much of the more important data 
concerns the mother's pregnancy and the birth and first years of 
life of the twins, facts known only to the parents. In the absence 
of prolonged psychoanalytic relationship with the parents, such 
material appears to be most accessible via a family-focused evalua- 
tion situation in which four family members are constantly sup- 
plementing, stimulating, and correcting the material that each 
recollects and presents.” Besides, they could be given complete 
psychiatric, psychological, and biological work-ups, including tests 
of bicod, urine, and chromosomes and some 25 different psycholog- 
ical tests. The twins' zygosity was determined by investigating 28 
blood-group factors, as well as fingerprints and 10 anatomical 
features. Over 30 different collaborating investigators participated 
in the study. 
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The schizophrenic twin was admitted to an inpatient ward. If 
actively psychotic at the time of the study, in most cases he re- 
ceived lengthy treatment at the Clinical Center at no cost to the 
family. The other members of his family stayed in a physically 
identical ward on another floor. The nonschizophrenic twin was 
often interested in being evaluated because he wanted to find out 
his chances of remaining healthy. 

Ever since Dr. Franz Kallmann described his genetic theory of 
schizophrenia in the 1940’s and stated that the concordance rate 
for schizophrenia was approximately 80 percent — that if one 
identical twin became schizophrenic, his co-twin was likely to de- 
velop the same symptoms in 80 percent of the cases — these figures 
have stuck in the public mind, producing great fear among af- 
fected families. However in 1963, after a careful study of 16 pairs 
of MZ twins in which one was schizophrenic, the Finnish investi- 
gator Pekka Tienari reported that none of the co-twins was af- 
fected. Previous studies had traced twins through mental hospi- 
tals; Tienari started out with parish records of twin births and 
followed them up. This may have accounted for some of the differ- 
ence in results, since the overburdened families of two schizo- 
phrenic patients would be more likely to have them committed to a 
mental hospital than the families of one. A larger study by Einar 
Kringlen in Norway followed up all the twins born in a given area 
during a given decade and found the concordance rate for MZ 
twins to be 38 percent, substantially lower than any reported 
before 1960. 

Like the Scandinavian work, Dr. Pollin’s current analysis sug- 
gests that instead of being concordant for schizophrenia in 80 
percent of the cases, MZ twins are actually discordant for the 
illness in approximately 76 percent of cases. Even at the time of 
his earliest twin studies, he was able to reassure the healthy twins 
about their prospects, and while all members of the family found 
the study stressful, in most cases the healthy twins left the Center 
with their fears lessened. 

These figures focused interest, once again, on the psychodyn- 
amic factors involved in schizophrenia. Tienari had noted that the 
twins who were psychologically more submissive were the ones to 
develop schizophrenia in all but one of his 16 cases. Kallmann and 
others had made similar observations. The NIMH study of twins 
essentially confirms this insight, and also explains how and why 
the environment of the stricken twin differed from that of the 
healthier twin, almost from the time of conception. 

In a detailed report on the first five families studied in 1964, 
Drs. Pollin, Stabenau, and Tupin described “a consistent pattern 
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of historical events and related familial attitudes” which distin- 
guished the index from his healthy co-twin : 

1) The twin who later became schizophrenic weighed less at 
birth. 

2) He was perceived by his parents, particularly by his mother, 
as vulnerable, and his survival was thought to be imperiled. 

3) He was the focus of more worry, involvement, and attention 
than his co-twin. 

4) He developed somewhat more slowly. 

5) He tended to perform less successfully, and to be perceived 
as the less competent and weaker of the twins. 

6) He tended to be the more docile and more compliant of the 
two, was less independent, and had difficulty in achieving any 
degree of autonomy and separateness. 

7) These relative differences tended to be persistent and un- 
changing. 

This pattern resulted in part from constitutional differences, 
and in part from “a rigidly ‘imprinted’ role expectation, initiated 
at birth, determined by the constitutional differences, and subse- 
quently reinforced by minor differences in development,” the au- 
thors report. They see it as largely the result of a self-fulfilling 
prophecy. 

In all five instances, the mother had a strong conscious fear of 
death concerning the index twin and/or herself, immediately after 
his birth. In two of these cases there was a brief period of legiti- 
mate concern about the index twin’s survival, as he remained in 
the hospital for several days after his co-twin was taken home. In 
another, however, the mother would not accept the pediatrician’s 
assurance that both twins were fine and that the smaller one, 
because of her size, would necessarily feed more slowly and take 
less formula — she had a phobic anxiety that the smaller twin 
would die if she did not feed her as frequently and as much as the 
other. 

These worries led the parents to concentrate their efforts on the 
smaller twin. In each of the five families, the mother felt that the 
smaller twin “needed her more.” When she fed both twins, she fed 
the smaller one first. If only one could be breast-fed, it would be 
the smaller one. In two instances, the mothers reporting pinching 
and slapping the smaller twin and using cold water on him to keep 
him awake so he would eat more. 

Once established, this pattern persisted as the twins grew up. 
“The smaller twin would receive extra praise for things taken for ' 
granted in the larger one,” the researchers report. “He would 
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receive additional help with schoolwork, and would be less ex- 
pected to dress himself or take responsibility for personal needs or 
household chores." The bigger twins were always a bit more suc- 
cessful in school and social life. They played the leader role and 
made all the decisions. They were also less docile and “good.” Only 
the healthy twins had episodes of active rebellion or acting out. 
One, for example, engaged in violent controversies with his father, 
in which the index Sirin never participated. The index twins never 
showed non-compliance; if they expressed it at all, it was pas- 
sively, in such a way that the parents could rationalize it as just 
another symptom of their disability. 

Since the twins appeared identical in so many ways, “the needs 
of all concerned to find distinguishing identities for them led to a 
sharpening and highlighting of such initial differences,” note Drs. 
Pollin, Stabenau, and Tupin. They reflect that if the healthy twins 
had not been present for nearly constant comparison, the parents 
might not have perceived the index twins as so weak or vulnera- 
ble, but might have accepted them as normal. Their anxiety and 
intense involvement with the smaller twin often led the parents to 
ambivalent feelings towards him. They tended to project the nega- 
tive side of their self-image onto this smaller twin more often than 
on the larger one. 

This general pattern tended to hold true as the study pro- 
gressed. In a report on 11 families with MZ twins discordant for 
schizophrenia in 1965, the authors declared that each of the 11 
index twins was the smaller one at birth. The difference in birth 
weights ranged from V-> ounce to 1 pound 12 ounces. This lower 
weight “appears to reflect some lower level of anatomic develop- 
ment and/or differentiation, and consequently, a lesser physiologi- 
cal competence and stability present at birth,” they reported. The 
index twins also had a marked preponderance of such problems as 
cyanosis, infantile colic, feeding difficulties, burns, multiple frac- 
tures, and severe illnesses which knocked them flat for months at a 
time. Their parents recalled that these smaller twins had “worried 
more,” cried more, been more “fussy,” and seemed more sensitive. 
Almost without exception, and from earliest childhood, the index 
twins were described as more dependent, more submissive, more 
fearful, more compliant, and more constricted than their heavier 
co-twins. 

To help refresh their memories, the parents were asked to bring 
in whatever pictures or home movies they had available. (“It 
seems all families have large numbers of pictures in shoe boxes,” 
says Dr. Pollin. “They may never have put the pictures into al- 
bums, but they have them.”) Nevertheless, there remained the 
problem of retrospective distortion. To alleviate it, a social worker 
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lived with the families in their homes a couple of days, then went 
to see as many relatives, doctors, teachers, and friends as possible, 
accumulating up to 25 interviews per family to get a more objec- 
tive view of the past. Often she found that many of those who 
knew the family recalled the bigger twin as an easier child to deal 
with. Almost from birth, the smaller twin actually had quite a 
different life course — as he must have had a different, less favora- 
ble intrauterine experience. 

It is quite normal for one twin to be smaller than the other at 
birth. Thus, many parents fall into the pattern described above 
because of realistic concern for a vulnerable child. However, they 
change this pattern after the child gains in strength and maturity. 
It is only in certin cases, when parents are too troubled or rigid 
to modify their picture of the weaker twin, that the pattern be- 
comes potentially dangerous. Apparently something about the 
weaker twin’s situation resonates with a particular problem in 
these parents’ lives, relighting an intense, unresolved conflict. No 
matter how much the pediatrician may reassure them, they re- 
main consumed with anxiety about the child. On the other hand, 
they find dealing with the stronger twin an easy task — a distinct 
relief. In this way the twins experience different models of paren- 
tal behavior, and have increasingly divergent experiences. 

In a later report (1967), Drs. Pollin and Stabenau discuss two 
additional sets of identical twins in which, surprisingly, the twin 
who became schizophrenic did not weigh less at birth. They find it 
very significant that, despite a favorable start, these children suf- 
fered from specific stresses which reversed their relative position 
and, in effect, made them weaker than the lighter twin. In one of 
these cases, the index twin had turned blue from cyanosis because 
of poisoning from a defective heater next to her bed and had been 
taken to a hospital, near death, while her co-twin, who slept in 
another part of the room, suffered only minor effects. In the other, 
the twin who was heavier at birth nearly died from a severe case 
of Rocky Mountain spotted fever at age 3 14 , after which there 
was great concern regarding his health and survival. 

Thus, whether it began before birth — through differences in 
fetal positioning and consequent crowding, differences in fetal cir- 
culation, or other factors that produced relative physiological in- 
competence — or through accident in early childhood, life presented 
very different experiences to these “identical” twins. Between the 
ages of 2 and 6, the stronger twin was usually the more verbal and 
the more independent. From 6 to adolescence, the weaker twin 
often became increasingly dependent on his healthier co-twin — 
who simultaneously began to turn to others for friendship. In late 
adolescence and early adulthood, the healthy twin moved further 
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towards individuality and heterosexual relationships. This accen- 
tuated a sense of loneliness and despair in the weaker twin. 

Often, disorganization, withdrawal, and schizophrenic symp- 
tomatology develop in the lighter birth weight twin at just this 
time, i.e., when the heavier, more differentiated twin is making a 
sudden spurt in the development of an individual identity and the 
establishment of heterosexual and genital level of personality or- 
ganization, write Stabenau and Pollin. To the index twin, the 
world had always appeared more threatening — and its stresses 
mounted all around him as he grew up. 



The Veterans 9 Study: 15,000 Pairs of Twins Discordant for Schizo- 
phrenia 



In 1967, the Medical Follow-Up Agency of the National Acad- 
emy of Sciences-N ational Research Council made available to re- 
searchers its national registry of all the pairs of white male twins 
born between 1917 and 1927 who served in the Armed Forces 
during World War II or the Korean War. It was a list drawn from 
the 54,000 pairs of twins born during that decade. It excluded 
23,000 pairs of twins who did not serve in the Armed Forces at 
all, as well as 15,000 pairs ;n which only one twin served. This left 
15,930 pairs of twin:? healthy enough for both to have passed the 
physical and mental tests leading to induction into the service. 

x he records of these men yielded a wealth of information that 
could be fed into computer tape: induction physical examinations; 
inpatient and outpatient hospital and clinic diagnoses during their 
period of services; VA hospital diagnoses after they left the serv- 
ice; and diagnoses based on responses to a questionnaire They 
were between 38 and 48 years old in 1965, after a follow-up period 
averaging 18 to 20 years. 



Among these 15,930 pairs of twins, Drs. Pollin, Martin G. Allen, 
Axel Hoffer, and their associates found 338 pairs in which one or 
both twins had been diagnosed as schizophrenic at some time after 

u n ! r L«° aC . tive duty * In . some cases their ^osity was unknown, 
? airS C0Uld be ldentified as identical (MZ) or fraternal 
(DZ) twins. Among the 80 MZ pairs, 11, or 13.8 percent, were 
concordant for schizophrenia. Among the 146 DZ pairs, only 6 or 
4.1 percent, were concordant for the disease. The concordance rate 
for schizophrenia was thus 3.3 times greater among MZ pairs 
than among DZ pairs. By contrast, the concordance rate for neu- 
rosis was almost the same in both kinds of twins— 10.7 percent for 
MZ pairs as compared to 7.1 percent for DZ pairs. 

A re-analysis of 18 earlier major twin studies showed a similar 
ratio in all but one instance, suggesting “the presence of a genetic 
factor in the pathogenesis of schizophrenia, and its relative *b- 
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sence in psychoneurosis,” report the researchers. “However, since 
approximately 85 percent of affected MZ pairs in the NRC sample 
are discordant for schizophrenia, the role of the suggested genetic 
factor appears to be a limited one.” 

This large sample of twins also allowed Drs. Allen and Pollin, to 
their own surprise, to cast doubt on one of the most widely 
accepted notions of the psychodynamic determinants of schizo- 
phrenia in analytic theory : the “diffuse ego boundary” hypothesis. 
This holds that schizophrenia is due to a “confusion of identity” 
resulting from weak ego boundaries, and that such problems are 
greater in twins, especially MZ twins. Therefore, MZ twins could 
be expected to have a higher incidence of schizophrenia than DZ 
twins, and all twins would be expected to have a higher incidence 
of it than the general population. However, neither proved to be 
the case. The incidence of schizophrenia in the total sample of 
31,818 male veteran twins was only 1.14 percent, close to the 
proportion in the general population. And the incidence of the 
disease among MZ twins was only .97 percent, compared to 1.22 
percent in DZ twins. The authors point out that though these 
figures do not support the “diffuse ego boundary” hypothesis, they 
do not actually refute it, either, since possibly other factors unique 
to twin personality development might offset whatever ego bound- 
ary defects exist. 

The Transmission of Schizoprenia 

“It is very easy, in work with family dynamics, to say, Aha, this 
is the difference in the behavior of the mother and father that 
leads to schizophrenia — these are the schizophrenia-producing 
characteristics of parents. However, that is not the way we think 
of it right now,” warns Dr. Pollin. Parental factors are only one 
among a variety of etiologic factors that may play a role in lower- 
ing resistance to the disease or triggering it, he explains. 

F or years there has been an ideological struggle between psychi- 
atrists who believe that schizophrenia results from some genetic, 
biochemical impairment, and those who believe it comes from 
faulty child-rearing. Dr. Pollin sees a great need to integrate both 
points of view. 

So far there is no definitive evidence that parental behavior is 
the predominant factor, he points out. Whether or noi; it is a 
necessary factor cannot be determined until enough prospective 
studies have been completed. Much of the disturbance seen in the 
parents of schizophrenics may be secondary to the disease, rather 
than a cause of it. All that can be said with assurance so far is 
that certain family patterns seem to accompany schizophrenia. 
However, these patterns cannot be blamed for the disease. It may 
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be that there was some defect in the child from the beginning a 

defect we do not yet know how to recognize or define. 

Nor are the patterns of family interaction that Dr. Pollin de- 
scribed the only possible ones in the development of schizophrenia. 
They may represent only one of several different patterns leading 
to the same effect. By choosing to work only with families in 
which both parents and both twins were willing and able to come 
to the NIH Clinical Center for an extended period of time, he 
narrowly limited his sample. As he makes clear, the incidence of 
schizophrenia tends to be high among broken families and those 
with a great deal of strife and schizms — the very kind he had 
eliminated from his study. “We dealt with families where over-in- 
volvement with a child and over-protectiveness were more likely to 
be a factor,” he notes. “If we had not required the families to 
participate, we might have found other patterns, centered on more 
overt types of rejection.” 

Illnesses can be passed from one person to another in many 
different ways. They can be transmitted by a microbe, as in bac- 
terial infection ; genetically, as in phenylketonuria ; socially, in the 
sense that poor, socially backward slum families live in conditions 
that are likely to produce a high incidence of TB ; or by various 
combinations of these factors. 

To understand the transmission of schizophrenia, it helps to 
look at other illnesses, Dr. Pollin believes. He particularly likes the 
model developed by two English researchers to explain the inci- 
dence of a very different illness: congenital dislocation of the hip. 

Though much simpler and more concrete, congenital dislocation 
of the hip clearly has genetic as well as environmental factors as 
does schizophrenia. It runs in families, with identical twins con- 
cordant for it in 40 percent of cases. Yet the majority of twin 
pairs are discordant for the disease. Drs. Cedric O. Carter and 
John A. Wilkinson of the Medical Genetics Unit, British Research 
Council, were able to tease apart the various factors involved. 

They found, first of all, that certain aspects of the anatomy of 
the hip joint were controlled by heredity. If the hip joint is visual- 
ized as a kind of modified ball and socket,, the shape of the socket 
its depth, and the size of its roof — is the key to a good fit 
Obviously, the shallower the socket and the shorter its roof, the 
easier for the head of the thigh bone (the ball in it) to pop out. 
Yet this shape was determined by a genetic factor. Thus, a genetic 
factor produced an anatomical predisposition for the illness. 

Next, investigating the fact the dislocation of the hip was eight 
or nine times more frequent among girls than among boys, they 

fo “ n “ £ generalized laxness in all the joints of female infants, 
which they traced to a flow of hormones from the endocrine glands 

12 




20 



of girl babies just before birth. These hormones temporarily loos- 
ened the infants' connective tissues. 

The condition was also much more common among children 
born by breech presentation, which bent their legs in a position 
that favored the thigh bone's popping out. The custom of swad- 
dling had similar effects, mis-directing pressure on the baby's 
legs; this accounted for the high rate of dislocation of the hip 
among certain American Indian tribes. 

Among the Chinese in Hong Kong, on the other hand, disloca- 
tion of the hip was rare. The researchers traced this to the custom 
of carrying infants in a back sling which, far from loosening the 
hip joint, tended to push the ball back into the socket. 

When twins were discordant for the illness, it often turned out 
that one twin had been carried in a back sling, while the other had 
not; one had been swaddled, and the other had not; or else, being 
of different sexes, they had had different levels of hormones at 
birth. With MZ twins, the most common difference was their man- 
ner of birth : because of the intrauterine mechanics involved, one 
would be born by breech presentation, while the other was not. 

Though the differences between schizophrenia and congenital 
dislocation of the hip are obvious, Dr. Pollin believes one can draw 
some cautious but useful analogies between the two illnesses. In 
both cases, there are many different pathways which lead to the 
same abnormal structure. The development of the human ego, like 
that of the hip joint, can be impeded by genetic factors, intrauter- 
ine mechanisms, environment in early infancy, social customs, 
accidents, or various combinations thereof. 

It should also be noted that “schizophrenia” is a shorthand word 
for various forms of mental illness, he points out. When Eugen 
Bleuler introduced it in 1911, he used the plural: “The Group of 
Schizophrenias.'' It is still generally believed that schizophrenia 
includes several different, though overlapping, disease entities. 
Eventually, when the total picture becomes clearer, several differ- 
ent patterns of family interaction and biochemical characteristics 
may be recognized as leading to different forms of schizophrenia. 

The Possibility of Prevention 

The fact that the majority of twins with the genotype for schi- 
zophrenia do not become schizophrenic shows that some kind of 
intervention is possible: most life experiences do not lead to the 
development of schizophrenia. “However, so far we don't even 
know what specific biochemical changes take place at the time of 
the psychotic break,” points out Dr. Pollin. “Nor do we under- 
stand why LSD, in microamounts, can cause a break with reality 
and a florid psychotic reaction. We are still fumbling in the dark 
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— as though wp were trying to treat heart disease without under- 
standing the basic mechanism of the heart.” 

Within ten years, our knowledge of the factors that contribute 
to a high risk of schizophrenia should be at about the same level as 
our present knowledge of the various factors that contribute to a 
coronary, Dr. Pollin speculates. He hopes that it will then be 
possible to state with some certainty which combinations of fac- 
tors represent a risk high enough to warrant the use of preventive 
drugs, or which factors in early childhood need to be modified. 

“If you understand the specific steps that lead to a disease, you 
can approach its therapy and prevention from a rational point of 
view,” he says. “But our treatment of schizophrenia has been quite 
the opposite — all entirely empirical or accidental. People have 
stumbled on methods of treatment. The tranquilizers were found 
during a search for a new type of anti-histamine. If one depends 
on such accidents, the odds against finding the most rational treat- 
ment and prevention measures are very bad. We must define more 
precisely the specific factors that contribute to a high risk.” 

Dr. Pollin cites the work of Dr. Sarnoff Mednick, Professor of 
Psychology, New York School for Social Research, New York, 
New York, with children of schizophren’ ^ mothers as an example 
of the kind of studies which offers the best hope of finding clues to 
prevention. The children of schizophrenic mothers are a high-risk 
population. Dr. Mednick expects that, out of his first series of 200 
children, at least L0 will become schizophrenic within 15 or 20 
years. However, instead of having to depend on their relatives’ 
memories, he will have a complete record of the children’s pre-ill- 
ness characteristics and of the conditions under which they were 
raised. This will allow him to see what differentiates the children 
who become sick from those who stay healthy. So far, Dr. Med- 
nick’s results fit in very well with Dr. Pollin’s for he has found a 
clear correlation between the development of schizophrenia and 
the kind of pregnancy and birth difficulties which might have 
caused damage to the patient’s central nervous system either be- 
fore or during birth. Given a genetic predisposition to schizo- 
phrenia, such insults to the central nervous system might well be 
the factor that triggers the disease. 

For the past three years, Drs. Pollin, M. Allen, and D. Cohen 
have been carrying out a prospective study of their own to better 
understand the development of personality characteristics and 
family relationships which — when accompanied by other factors 
— might play a role in producing schizophrenia. However, unlike 
Dr. Mednick, they do not anticipate any cases of schizophrenia 
among their subjects. They are simply studying the origins of 
certain patterns in the early life of twins. Having contacted obste- 
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tricians in the Washington area about women who expected multi- 
ple births, they asked the parents’ cooperation and then did prena- 
tal interviews in the parents’ homes. One of the psychiatrists in 
the section was present at the time of each multiple delivery. If 
the twins were identical, the researchers kept careful records of 
exactly how the twins differed at birth, how the birth process 
itself varied, the neurological findings on each, and their behavior 
in the nursery. They followed up the twins regularly, first every 
few weeks, then every few months at home, and from time to time 
the twins were brought to the NIH Clinical Center for extensive 
tests and films. 

“We wanted to define exactly when the differences between 
identical twins became consistent. We found that one of them 
became more dominant, more skillful with objects, more comforta- 
ble with strangers, less fearful, at a very early age,” declares Dr. 
Pollin. “Our first group of twins, 10 pairs, is now between 2 and 3 
years old, and we are collecting our second sample of 10. We hope 
that by the time they are 5 years old we will be able to pull 
together some useful generalizations.” 

Biochemical Abnormalities that May Predispose to Schizophrenia 

Recent studies by Dr. Pollin have singled out abnormalities in 
the catecholamine system as a genetically determined factor which 
may contribute to the development of schizophrenia — and perhaps 
to other psychoses. In Leningrad, in the summer of 1970, he re- 
ported his preliminary findings on 19 pairs of identical twins, of 
whom 11 were discordant for schizophrenia, 4 were concordant 
(both schizophrenic), and 4 were normal controls. All were inpa- 
tients at the NIH Clinical Center in Bethesda, where their diets 
were similar r .d samples for nearly all pairs of twins were ob- 
tained on the same day. 

Each identical twin excreted nearly the same amount of cate- 
cholamines as his co-twin. The following catecholamines were ana- 
lyzed: dopamine (the precursor from which norepinephrine and 
epinephrine are manufactured) ; norepinephrine ; epinephrine ; 
normetanephrine ; metanephrine ; and VMA. The intraclass corre- 
lation coefficients — which measure the extent to which intrapair 
similarity in identical twins is greater than the similarity between 
persons who are not genetically related — were high and statisti- 
cally significant at values that ranged from <.05 to <.001, indi- 
cating that the levels of these substances were under a significant 
degree of genetic control. 

The similarity remained even when one identical twin was 
schizophrenic and the other was not. For the 11 discordant MZ 
pairs of twins, the intraclass correlation coefficients were -f .79 for 
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norepinephrine, +.77 for dopamine, +.62 for normetanephrine, 
and +.80 for metanephrine. “The degree of genetic control pres- 
ent is not submerged or obscured by the presence or absence of 
schizophrenia,” reported Dr. Pollin. “It is especially high for nore- 
pinephrine and dopamine.” 

This was particularly interesting by comparison with the MZ 
twins' discordant production of adrenal steroids. The catechola- 
mines play two important roles in the body: (1) Some of them 
(norepinephrine and dopamine, those most clearly under genetic 
control) act as neurotransmitters in the central nervous system, 
e.g., norepinephrine in the hypothalamus, the area where emo- 
tional activities are integrated with higher abstract activities, and * 

(2) All of them are known to rise in response to stress. However, j 

they usually rise together with other responses by the adrenal \ 

glands. Yet in this case, the healthy MZ twins did not show any ! 

abnormally high level of 17-OH steroids ; only their schizophrenic j 

co-twins did. Thus, the high levels of catecholamines in both twins j 

could not be attributed entirely to the stress of the immediate j 

situation. In Dr. Pollin's hypothesis, they may represent one of the j 

underlying factors that predispose to schizophrenia. j 

Researchers have long thought that it would make sense if some j 

of the steps leading to serious psychopathology were located in the \ 

system that responds to stress. For if one is stressed and becomes j 
anxious, beyond a certain point this anxiety can itself reduce, I 

rather than increase, one's ability to cope with stress. AlS one’s j 

ability to cope with stress decreases, the external threat appears | 

greater, leading to a greater response, and eventually to a pathol- ! 

ogical spiral. 

A man who sees a lion come charging at him responds with a 
sudden rush of epinephrine (also called adrenaline) and other 
catecholamines. This brings about many physiological changes. 

His blood is massively shunted from other parts of the body into \ 

the muscular system, equipping him to run twice as fast as he j 

otherwise could. His energy is mobilized for either fight or flight. ; 

Useful and adaptive as this response may be to a caveman who 
often faces dangers requiring physical prowess, it becomes self-de- 
feating in our society, where the threats are more complex, subtle, 
and chronic. Studies in Dr. Pollin's Lab have shown that high 
levels of circulating epinephrine lead to a constriction of the per- 
ceptual field — they make one see less. Again, the ability to focus on 
a wild animal to the exclusion of everything else might prove quite 
useful in a jungle, but in a complex situation it would be better to 
increase one's ability to make subtle abstract distinctions — the 
kind of ability which is impaired by high levels of epinephrine. 

These high levels of epinephrine also diminish the precision of 
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man's reaction to stress, leading him to over-react in increasingly 
non-productive ways. In this fashion they can produce the stage of 
exhaustion described by Hans Seyle, in which all ability to adapt 
to stress is lost. 

It is therefore quite possible that the hyper-secretion of cate- 
cholamines impedes the development of the ability to cope with 
stress, and thus leads to schizophrenia. This might be one of the 
mechanisms involved, together with the non-genetic factors dis- 
cussed above. In cases of discordance among MZ twins, perhaps 
one of the twins develops techniques to cope with the hypotheti- 
cally higher level of catecholamines, while the other does not; 
then, as a result of his larger number of successes, he develops in 
normal fashion. Meanwhile his less successful co-twin becomes 
increasingly dependent, submissive, and constricted, and in the 
absence of certain kinds of intervention from family or friends, 
the direction of his development may become irreversible. 

Many interesting and important leads tend to implicate the cat- 
echolamines in mental illness, Dr. Pollin points out. For instance, 
most drugs that are able to cause an artificial psychosis are methy- 
lated derivatives of amines. Thus, mescaline is a methylated deriv- 
ative of dopamine. Methionine, one of the essential amino acids, is 
believed to be essential specifically because it supplies the methyle 
group, a very common group which plays an important role in 
body chemistry. And it was shown in this Lab nine years ago that 
when large quantities of methionine are administered to schizo- 
phrenic patients, some of these patients will suffer a severe exac- 
erbation of their psychosis. (This is one of the few biochemical 
findings about schizophrenia on which there is general agree- 
ment.) This leads to the hypothesis that some abnormal, methy- 
lated metabolites of the catecholamines are formed in the body of 
certain persons because of a genetically determined fault; that one 
of these metabolites is chemically similar to a psychotomimetic 
drug ; and that this metabolite — perhaps a methylated derivative 
of epinephrine — causes the psychotic symptoms. However, this re- 
mains to be proved. 

Another lead comes from Parkinsonism. One of the side effects 
of all effective anti-psychotic drugs known to date is that they 
produce tremors similar to Parkinsonism. It was originally be- 
lieved that these tremors and rigidity were an allergic response to 
the drugs. But it has now been shown that if anti-psychotic drugs 
are given in high enough dosage, some 95 percent of all patients 
will develop Parkinsonism. The biochemical basis of Parkinsonism 
has recently been established — it is a deficiency of dopamine, 
which among other things serves an essential neurotransmitter 
role in the basal ganglia, the part of the brain associated with 
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motor activity. So Parkinsonism implies a lower level of dopa- 
mine. A lower level of dopamine implies a lower level of all the 
catecholamines, since in the body dopamine is the substance from 
which the other catecholamines are derived. The drug L-Dopa 
treats Parkinsonism by increasing the level of dopamine. Interest- 
ingly, it has had ill effects on some schizophrenic patients. In the 
past two years it has been used on a fair number of these patients, 
not to treat their illness, but to treat the severe Parkinsonism-like 
symptoms developed by some 2 or 3 percent of schizophrenics as a 
result of high dosages of thorazine. In a significant number of 
cases, L-Dopa exacerbated the psychosis. This, once again, seems 
to indicate that increased levels of dopamine and other catechola- 
mines help to produce the symptoms of schizophrenia. 

If indeed an inherited biochemical fault involving high levels of 
catecholamines predisposes certain persons to schizophrenia, it is 
a fault that might become manifest only if the system were work- 
ing at high pressure — which brings one right back to the intra- 
uterine experiences and family factors with which Dr. Pollin began. 

“There is something unfortunately seductive about biochemical 
work,” notes Dr. Pollin, an analyst who does not find the analytic 
and biochemical approaches conflicting, but complementary. “At 
least it can be quantified i We have fascinating life histories about 
our twins, each one a novella, br ^resenting it in a hard, precise 
way is infinitely more difficult.” 

He points out that whether the research is approached from the 
angle of biochemistry or that of family patterns, two issues re- 
main unclear : 

1) Can his findings be replicated with a larger sample? and 

2) Which of his findings are specific to schizophrenia, rather 
than to all psychoses? 

His next study will try to get at these issues. From the large 
pool of twins made available by the NAS-NRC, he hopes to select 
four matched groups of twins : one group of twins who are discor- 
dant for schizophrenia, another who are discordant for depression, 
a third who are discordant for severe neurosis, and another who 
are normal. Each group will consist of about 20 pairs of twins. 
Through extensive biochemical and psychological comparisons of 
these four groups, Dr. Pollin hopes to determine which factors are 
specific to schizophrenia, and which are common to all severe 
psychopathology. 

Intramural: NIMH 

Dates of Interviews: December 1970 and January 1971 
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“The whole Navajo system of curing clearly takes it for 
granted that you cannot treat a man's ‘body' without treating 
his mind', and vice versa. In this, respect Navajos are many 
generations ahead of white Americans who are only now be- 
ginning to realize that it is the patient, not the disease, which 
must be treated. Successful physicians who understood ‘hu- 
man nature’ have acted on this premise always, but it has 
found verbal expression and acceptance only recently; at 
present it is receiving the most publicity in the specialty 
known as ‘psychosomatic medicine/ " 

Clyde Kluckhohn 



The restoration of a man's harmony with his family clan and 
universe is a goal that outreaches the more limited aim of medi- 
cine today. Yet for the Navaho, healing is total. Navaho medicine is 
central to Navaho community, family, and religious life and to the 
health of the tribe in an integrated manner that is quite unlike 
white medicine. NIMH aid in training medicine men in a region 
where the traditions have been on the verge of extinction is not 
only important for the psychic and physical health of the people in 
the area, but an important example of new paths that are possible 
in community mental health. 

Within this NIMH program six medicine men (also known as 
singers) are each training two apprentices using the Rough Rock 
Demonstration School at Rough Rock, Arizona, as their group 
headquarters. 

In the past generations it would not be uncommon for a Navaho 
man to learn a chant that had helped him personally, and if it 
were a long ceremonial such as a Night Chant, it might take three 
solid years of work to learn. During this time he would support 
his instructor and give him gifts of livestock. Typically, he would 
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spend several winters with the singer learning an important 
chant, paying his mentor in food, lodging, livestock, and perhaps 
his first fees when he was able to practice. In the region near 
Black Mountain, Hough Rock, and Many Farms, Arizona, lack of 
money and jobs have made it impossible for younger men to un- 
dergo this expensive and consuming schooling. Several years ago, 
the older medicine men foresaw that their own knowledge would 
die with them unless help were obtained from the outside. The 
rituals are elaborate and, for important religious reasons, cannot 
be filmed. As the writer-anthropologist Joseph Campbell has re- 
marked, these traditions are not of indestructible material, for 
they exist “only in the living memories of certain old men who 
survive precariously in the lands of the Southwest desert. The 
traditions have come down to them from days beyond the reach of 
memory, spoken, as it were, out of the rocks of the land.” The 
NIMH project indicates that the traditions can be perpetuated. 

Each medicine man in the NIMH program is training his two 
neophytes in one of the important ceremonials. In addition, the 
entire group is receiving instruction in white medicine. Every two 
weeks they meet at the Hough Hock School, where they learn about 
internal medicine, bacteriology, viruses, cancer, X-ray, nutrition, 
psychiatry and other topics from the lectures of Dr. Robert Berg- 
man, director of the mental health projects on the Navaho Reser- 
vation. Dr. Bergman, who is fondly known as Dr. Black Mous- 
tache, and who has been honored with acceptance as hatathli 
(medicine man), has been most important to the existence and 
success of this program — along with Mr. John Dick, program 
director from the start, and his bilingual associate, Mr. Frank 
Harvey, the administrators of the project. 

In order to appreciate the importance of keeping Navaho medi- 
cal traditions alive, it is necessary to understand a little about the 
Navaho people. 

The Navaho medicine man is a combination of doctor, priest, 
consummate artist, and leader. In many of the ceremonies, con- 
ducted for a patient, tribal welfare is explicitly invoked. Perhaps 
because the Navahos were originally nomadic, they evolved no 
strong central leadership, and the medicine men became the main 
carriers of culture — the enlightened leaders of the group. As cul- 
tural leaders, they are often kind, shrewd, fatherly people, con- 
servative, and dependable. Although they are for the most part 
eager to cooperate with white, modern medical clinics, their own 
sphere of influence extends beyond medicine, to the restoration of 
peace to the troubled people. 

Such a man comes to his role late in life. Trainees may be 45 or 
50 years old when they begin to learn ceremonials. Although it 
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may not be apparent to the outsider, an elaborate ceremonial re- 
quires a trainee to learn, entirely by rote and through observation, 
as much information as he would be required to know for a Ph.D.’ 
He will acquire hundreds of chants, learn intricate sand paintings, 
legends, and a pharmacopoeia consisting of 150-200 herbs. Each 
medicine man is a specialist, for not even the most learned man 
knows more than four or five of the elaborate ceremonials (de- 
pending upon the way they are cataloged, there are about 45-50). 
Women rarely enter this calling, although there is no prohibition! 
However, this role calls for the most extreme endurance, an ability 
to resist the worst weather, traveling in winter when the roads 
are impossible and the winds severe, and working almost around 
the clock for as long as ten days in the longer ceremonials. Only 
one woman has become a trainee in the NIMH project, and she is 

already practicing as a medicine woman for special sections of one 
chant. 

The skills of the medicine men are varied, integrating both 
practical and symbolic remedies: They set fractured bones and 
administer a variety of herbs to counteract fever, insomnia, pain, 
but the most important impact is psychic. Depending upon the 
need of the patient, the singer draws from his complex of rituals 
prayers, songs, and paintings, and dances— which may be simple’ 
lasting only a day and a night, or which may continue for nine 
nights and ten days. These ceremonies relate parts of the Navaho 
mythology, centering around men and women heroes who have 
made mythical journeys to the lands of the Holy People, the Gos— 
or Yei and who have brought back supernatural powers for the 
benefit of the patient and his family. These rituals combine the 
highest art forms — poetry, song, drama, dance, and painting. 

The rituals, which generate psychic healing, include blessings 
and prayers accompanied by the painting of the body and the 
swallowing of corn pollen. Purification rites include the use of 
sweat baths, emetrics, and ritual baths with yucca suds which 
often conclude a ceremony. Unravelling a wool yarn wrapped 
around feathers and herbs, setting out painted prayer sticks, and 
offering painted reeds stuffed with wild tobacco all attempt to 
induce the holy powers to the ceremony. Lengthy song sequences 
are sung m a prescribed order. All but the very short ceremonies 
involve the creation of a symbolic design, a magnificent sand 
painting, showing some stage in the Navaho people’s emergence 
from the underworld, and miraculous events in the lives of cul- 
tural heroes. The pigments for the design are made of ground rock 
and sand and are “painted” on the smoothed sand floor of the 

IrirTT? L h °f a V th f octa * onaI Navaho house) by a carefully 
released trickle of color between thumb and forefinger. It is a 
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difficult skill. A very simple sand painting may take only four 
hours to construct, but the dry paintings may also be so large and 
elaborate that a dozen men will work for hours. Immediately 
after completion it is sprinkled with pollen, or white corn flour, 
and blessed. The patient will then sit on it, while the medicine man 
transfers to his body the power concentrated in the painting. Long 
positive prayers are recited which the patient may repeat line by 
line. Immediately after the ceremony the sand painting is de- 
stroyed and scattered to the four directions from whence its power 
derived. 

Each ceremony includes some combination of these elements. 
The Long Night Chant, for example, concludes with the dances of 
masked figures representing the Yei— the famous Yei bet chai 
dance. The well-known squaw dance and fire dance are also part of 
longer ceremonials. 

Background 

The Navaho nation, of about 115,000 people, is the largest in- 
digenous nation left in the United States. The Navaho people live 
in the high, arid, desert plateaus and canyon country of the Four 
Corners, where Utah, Arizona, New Mexico, and Colorado join. 
Most of the reservation is in Northeastern Arizona and Northwest 
New Mexico, largely a dry, sage-covered table land cut by deep 
canyons, punctuated by brilliant red rock formations — a beautiful 
land, but capable of supporting only a most tenuous animal sur- 
vival. 

Little of the land is usable for agriculture, and although it is 
heavily grazed, the many poisonous plants, storms, and inclement 
weather make it hazardous even for sheep and goats. The reserva- 
tion, checkerboarded with leased lands around the borders, puts 
about 18 million acres in Navaho hands, a restriction imposed by 
the American Government. Originally, when the Navahos roamed 
freely, hunting, they lived on a considerably larger terrain. The 
population density, while low, is over twice that of the adjacent 
rural areas owned by whites. Navaho per capita income in the 
more isolated areas is around $700 a year — some of it from crafts, 
from resources such as wood and minerals, much of it from wage 
work. The national per capita income is about four and a half 
times that of the Navaho. 

Originally, these free-roaming people must have migrated from 
the North, or so anthropologists believe, judging from their lan- 
guage which belongs to the Athabascan language group spoken in 
Alaska and Canada. They may have arrived in the Southwest 
around 1500 A.D. where they absorbed some of the culture of the 
Pueblo Indians, and later the Spanish, who brought horses, sheep, 
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and goats and instigated crafts such as weaving and silversmith- 
ing. Not technical innovators, the Navaho were esthetically 
gifted, and in the myths by which they explained their origins on 
earth and their place in the universe, they paid homage to the 
beauty of the land which they felt to be a part of them — not 
separable, and therefore not strictly ownable. As the first Anglo 
explorers ventured into their country in the early nineteenth cen- 
tury, the Navaho first encountered a culture in which land was 
considered primarily property, and property was the paramount 
value — over life, itself. 

In their conflicts with the whites, the Navaho were not militar- 
istic ; unable to combat army units, they fought the incursions, of 
whites by raiding settlements and towns. In 1846 the first U.S. 
Government military expedition was launched against them, and 
instead of fighting pitched battles, they scattered. After the Civil 
War (1862), Kit Carson was ordered to destroy all their crops and 
livestock in reprisal for continued raids. The land was systemati- 
cally pillaged and the people were driven into the mountains. In 
winter, with no game to hunt, no crops to eat, they were trapped 
in the deep canyons branching from Canyon de Chelly, freezing 
and starving in the caves of ancient cliff dwellers. For those who 
did survive the choice was death or captivity. 

No one can understand the attitude of Navaho people toward 
white Americans without taking into account The Long Walk of 
1864 when about 2,500 people, old, maimed, and sick, trekked the 
nearly 200 miles to Santa Fe where they spent over four years in 
an imprisonment that has marked their consciousness as strongly 
as the bondage in Egypt has marked the Jews. Eventually 8,000 
Navahos were herded together with Apaches and other tribal 
groups on a military reservation best known as Fort Sumner and 
were set to work “farming.” It was a massive disaster. In four 
years a thousand Navahos died — an eighth of the tribe. Finally, in 
1868, the Government of the United States freed the survivors 
because the cost of clothing and feeding them was too great. In a 
state of shock, illness, and despair, 7,111 Navahos returned to the 
designated acres, some 5,500 square miles of windswept desert. 
The shattering effects of The Long Walk and of Fort Sumner have 
never been totally forgotten, and this reverberation, combined 
with other conflicts imposed by a dominant white culture, have 
created anxiety throughout the growing tribe, and ambivalence in 
the young toward white culture. 

The psychological emasculation of the tribe has been enhanced 
by realistic social and economic situations for those who want to 
work and live in white communities. The Indians are paid least, 
and are socially lowest on the hierarchies of Western towns. The 
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first schools for Indians were either missionary schools or Govern- 
ment boarding 1 schools, in which Navaho culture was ignored and 
deprecated. Children were hit with rulers for speaking their own 
language and even today are subjected to unthinking humiliation. 
Despite boarding school training for life in white communities, 95 
percent of the children have preferred to go back to their families, 
rather than to white communities, only to discover that they could 
not even participate easily in their own culture since they did not 
know the customs of their own people. Only recently has there 
been a movement toward bilingual schools, directed by the Nava- 
hos, themselves, of which the Rough Rock Demonstration School is 
the first completely Navaho controlled school. For many Navahos, 
who serve in the U.S. Army, or do business in a white community, 
the dilemma of living between two worlds and of being treated as 
a child or as inferior asserts itself continually. With painful sur- 
prise the Indians relearn that they are not considered equal. 

The premises of Navaho life are almost the antipodes of the 
American code. Family and clan are the all important units of life, 
and it is a matrilineal society, one which is respectful of individu- 
als, but in which it would be unthinkable for a single individual to 
make decisions for a group. Long before the existence of sensitiv- 
ity training or group dynamics, the Navahos adopted a mode of 
group process, which by long and tedious interchange permits 
decisions to be made by group unanimity. Individual success is not 
a value, and it seems fundamentally indecent for a “leader” to 
take power over others. Nor is property a primary value, for after 
a man has amassed enough wealth to provide for his family and be 
comfortable, further riches would merely generate suspicion. A 
good member of the tribe would be healthy, strong, generous, and 
dependable a person who was able to get along with others. 

In crisis and under pressure, the white American code says “do 
something,” without specifying what. Navaho culture says the 
opposite. Instead of fighting, escape, and instead of action, do 
nothing passive resistance. If Americans seek to tame nature, 
Navahos seek to live in respectful harmony, lest nature destroy 
them. If Americans encourage individualism, the Navaho encour- 
age cooperation and respect for the individual. In family situa- 
tions husbands and wives do not try to control each other, and 
children are consulted in matters regarding them, so that a child 
who adamantly refuses to go to school will not be forced to go, nor 
would any article of the child’s be given away without his permis- 
sion. Security comes from group respect and cooperation, begin- 
ning with the family. Love of life and adherence to tradition are 
more important than work and technical innovation. Navaho peo- 
ple accord prestige to a person who knows many songs, as well as 
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to one who owns (for his family) many turquoises. All aspects of 
nature have gender as the Navaho see it and are fully integrated; 
for example, there are sudden downpours that are male, gentle 
drizzles that are female; the rushing San Juan River is a male 
water, the placid Rio Grande, a female water. There are male and 
female chants, and in prayers and sand paintings, the superna- 
tural female and male components are almost always paired. Al- 
though the Navahos observe many sexual taboos (people from the 
same clan never marry) and are somewhat shy of nuditj, no 
stigma is applied to sex itself, which is considered as one worid 
consider normal hunger. Living as they do, in small houses, fami- 
lies in tight quarters all winter, the Navahos have adopted a very 
cooperative, group-oriented mode. Even in their profound reli- 
gious mythology there is no way of tracing the day of creation to 
one figure. Unlike the solitary Judeo-Christian deity, or the Holy 
Family, the Navahos trace themselves back to a group of Holy 
People, and to a union of the Sun and their favorite mythic char- 
acter, “Changing Woman,” who is somewhat mother of the tribe. 
Much of their belief system resembles that of the Buddhist in 
which linear beginnings and ends and hierarchies are far less 
pronounced than in Western religions. 

Given these many fundamental differences between Navaho and 
white culture, it is easy to see how even well-intentioned mission- 
aries, school teachers, and doctors have unwittingly pained and 
frightened these people. White medicine assumes a dualism of soul 
and body , but the Navaho see personality as a totality, a totality 
that is, moreover, a part of a family, clan, and terrain— a person 
is a whole entity, inseparable from the ecology of his clan and 
tribe. Medicine is not only dedicated to restore the health and 
harmony of the individual, but to restore family, and clan ecology, 
and any segments that have become disharmonious with nature. 

Some of the differences in thinking and expression that have 
placed Navahos and white Americans in conflict have been typified 
by the translation difficulty of differently structured languages 
Navaho is a tonal language, like Chinese, in which the meaning of 
a word may be altered by pitch, accent, and by interruptions for 
brief glottal stops. It has a slightly percussive and sing-song qual- 
ity to the unfamiliar ear, and contains consonants (such as “tls”) 
that are never heard in English or European languages. A literal 
and very specific language, Navaho does not have the abstract 
properties of English. If one were to use the verb “to go,” one 
would have to specify by what mode of transportation. Because 
the two languages are not structured similarly, translation be- 
comes difficult and the translator becomes an interpreter. 
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Ceremonies , Myths, and the Creation 

One cannot lose one’s direction for very long in Navaho land. 
Sooner or later one is bound to come upon a hogan, an eight-sided 
house with a round mud roof and a door always open to the East. 
The hogan in which traditional Navahos live is a miniature of the 
essential form of the Navaho universe, the eight sides represent- 
ing the four quarters of the world and the points between. Thus, 
the individual living within this icon is always reminded of the 
mystic form of the world and of his own self, a reminder of the 
quintessence of psychic wholeness and cosmic harmony. To live in 
such a dwelling is to be reminded always of the life healing prop- 
erties of the universal design in which one fits, for it is an orderly 
universe, containing both good and evil, benevolent and dangerous 
aspects. Improper contact with the dangerous elements of the 
universe — lightening, certain animals, the ghosts of the dead — 
may result in an imbalance that manifests itself as disease. Univ- 
ersal harmony may only be restored by the proper ritual. 

The ceremonies reflect the oneness of Navaho feeling with the 
land from which the tribe emerged and its history. The legends 
which underly all the rituals reiterate a part, or a branch, of the 
Navaho story of creation. The story of emergence begins with the 
dual forces, male and female personified as the First Man and 
First Woman, and the Holy People, who created a four-cornered 
universe, a firmament, water, and earth. In a progression that is 
remarkably parallel to scientific descriptions of biogenesis, the 
Navaho mjrths describe the pre-human world of insects, animals, 
and pre-people living beneath earth, until they were routed by 
flood and ascended to the earth surface through a hollow reed in a 
lake. The myths describe the receding sea, which once covered that 
land, and the four sacred mountains that bound the territory. In 
Navaho mythology there was no unique progenitor, but the favor- 
ite figure, a mother earth, known as Changing Woman, who 
brought time, changing seasons and age. She appeared one day as 
a baby in a cloud and her union with the sun brought her sons to 
rid the world of its primeval monsters, giant malevolent eagles 
and animals, perhaps resembling the dinosaur ancestors of today’s 
animal life. Changing Woman created the light of dawn with 
white shell and crystal blue for morning, yellow for sunset, and 
black for night — the changes of day and night. These are the 
primary colors of the ritual paintings, whose symbols are painted 
with ground rock shell, pollen, charcoal, and dry pigment upon the 
sand covered floor of the hogan. 

Navaho mythology is truly American, and as such is indeed 
foreign to most Americans. Most white Americans are steeped in 
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the legends of the Middle East and Europe, the Judeo-Christian 
myths and European culture. Navaho legends have no such hier- 
archy. The pantheon of mythical figures and heroes encompasses 
many supernatural representations that come directly from the 
American terrain, but that nevertheless seem strange to white 
Americans. There are eagle, coyote, bear, porcupine, deer, and gila 
monsters. There are many varieties of wind. Living on a hard land 
in a high country exposed to the vagaries of natural violence, the 
people came to respect and mythologize the relevant elements of 
their world. The characterization (and fear) of winds is sensible 
in a dry terrain where mdden violent wind storms are frequent. 
So, too, are the subtle differences in lightening in a country where 
almost everyone sees lightening strike a tree, house, or even an 
animal or person in the course of his lifetime. 

As the heroic first people set out to make the earth liveable, they 
were put to the eternal tests of all heroes in all religion. As some 
writers have pointed out, their sagas suggest stages in psychic 
development. The tests, first of physical self mastery and then of 
progressively advanced consciousness, suggest the stages through 
which Buddhist yogins must pass on the way to enlightenment. 
Only after physical, mental, and spiritual tests have been passed 
can an individual reach harmony with the cosmos, the Center, the 
thought. Curiously enough, there are quite a few similarities be- 
tween Navaho and Buddhist symbols. The Buddhist universe 
began with the four petalled lotus: the Navaho universe is a lotus 
shape, with Encircled Mountain in the center, and the four sacred 
mountains in the four directions. Each is represented by its direc- 
tional color: yellow, white, blue and black. These colors also indi- 
cate greater or lesser spirituality, and in sandpaintings no speck 
of color is without its specific meaning. 

It would be impossible to precis the entire emergence legend, 
rather like attempting to digest the Bible. However, the myths are 
well described in many books, and with particular color by Frank 
Waters, in Masked Gods. The central legend is that of Emergence, 
the story of the creation, and the sagas in which earth was made 
liveable first by the Hero Twins who slayed the monsters, and then 
by the first people. It is the story of chaos put to order, of violence 
turned into balance. Order and harmony are most prized by the 
Navaho people, and their most important ceremonials celebrate 
that beauty which is the closest that humans may come to perfec- 
tion. The Beautyway and the many prayers in which the word 
“beauty” is used refer to more than aesthetic — probably to that 
harmony, goodness, and joy which is the closest humans come to 
perfection. Navaho medicine is part of a life and philosophy that 
is an integrated whole. 
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Ceremonials for Healing 

The ceremonial of consequence is conducted in the hogan, a 
specially constructed octagon sometimes 6-20 feet in diameter 
with log walls, sealed with mud adobe. The door opens to the East. 
A hole in the center of the domed ceiling lets smoke out. The 
hogan is empty, but for sheepskins and blankets spread around the 
perimeter. To the north, men sit on these; to the south, women 
and children. Occupying most of the floor is the sand painting 
which will give the patient contact with the supernatural world. 
The medicine man’s feathered and carved prayer sticks are stuck 
in the ground around the painting. A weasel pelt, abolone shell, 
and the ceremonial basket of pollen are there. Hot coals are placed 
in some rocks near the door and kept glowing. A pan of water is 
used for mixing herbs and a large flat stone is used as a pallet on 
which pigments, mixed with water, will be painted on the patient. 
The patient is the center of all focus. His family are gathered 
around. All wish that he shall be restored. It may take nine nights 
and ten days. It may cost more than the family earns in a year, 
but it is generally welcomed, a time of drawing together, of heal- 
ing family rifts, of glimpsing once again the fundamental magic 
and mysteries that we call religious. It is a far cry from the 
hospital in which the white patient is isolated, visited for a few 
hours of the day, administered medication, left alone. 

As one man put it : 

“You go to a hospital and maybe once a day the doctor 
comes around and he stays there, maybe five minutes. He 
talks a little bit but he asks you questions. Once in a while 
they give you a little medicine, just a little of it. About the 
only thing they do is to put something in your mouth and see 
how hot you are. The rest of the time you just lie there. But 
the medicine men help you all the time — they give you lots of 
medicine and they sing all night. They do lots of things all 
over your body. Every bit of your body is treated.” 

Many white Americans also complain that their medicine is not 
sufficiently oriented around the patient and his life. It is imper- 
sonal, as if mind, body, and life and health could be treated sepa- 
rately. The rituals of white medicine, such as they are, involve the 
white coat, the authority and knowledgeability of the doctor. In 
psychiatry they may also involve payment. These are not rituals 
that reach meaningfully into the lives of patients. Thus, while 
Navahos seek out white medicine for many kinds of ailments, 
recognizing its superiority for setting broken bones, surgery, 
treating infection, they do not expect it to restore to the individual 
his sense of health and integrity. 

The bolstering attendance of family and friends, the authority 
of the medicine man, and the invocation for reinstated good health 
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are doubtless important in healing. The patient is actively doing 
something about his illness. He participates in the ceremony and 
its costs. Moreover, powerful forces are being amassed for his 
benefit. In the sand paintings, songs and prayers, a cultural hero 
makes a symbolic journey on his behalf. If the cure is mediated by 
the action of these important symbols on the unconscious, the 
symbolic chants and prayers also bring order to the suffering that 
is ordinarily chaotic and disruptive. The subterranean origins of 
the confusion, or pain, are given a symbolic expression that is 
shared with all. The bear, lightening, snake, tschindi (ghost) are 
fearpoints capable of causing illness in all, and the symbolic con- 
quests by the cultural heroes are on behalf of all who encounter 
such mishap. Instead of isolating the patient all possible means of 
supports are drawn together, the family, clan, friends, and the 
symbolic history they share. 

Each Navaho ceremonial is a complex series of ceremonies, 
which has a name, legend, and consists of chants, prayers, and 
rituals. A chantway (such as the Holy way or Beauty way) consists 
of hundreds of separate chants, prayers, and rituals of which some 
may be added or omitted, depending upon the requirements of the 
patient. In one ceremony the singer will consecrate the hogan with 
corn meal and oak sprigs ; in another the singer will set out his 
prayer sticks, and if the chant is long (five to nine days), the 
patient and his kin will purify themselves with an emetic and 
sweat bath at dawn on four occasions. On the morning of the last 
day they will bathe in yucca suds and the sand painting will be 
started. On that last day, when the complex painting is finished, it 
will be sprinkled with corn meal, and the patient’s body will be 
painted with symbolic designs, a bead and plume tied in his hair, 
and he will sit on the sand painting while grains from its design 
are sprinkled on his body. By this contact with the supernatural 
beings represented in the painting, the patient acquires their 
strength, and must restrict his behavior for four days lest he be of 
harm to others. The sand painting is immediately erased, and all 
night singing follows. 

Throughout the ceremonies the medicine man sings, rhythmi- 
cally shaking a rattle, joined by the men in the hogan. He prays, 
and communal prayer closes most ceremonies, after which every- 
one swallows a pinch of corn pollen from the prayer basket, and 
inhales a herb sprinkled on the coals of a small tire. Throughout 
most ceremonies herbs are mixed with water and administered in 
cups of abalone or turtle shell. Special objects are taken from the 

pouch of the medicine man and these, with other materials are 
touched to the patient. 

Most of the chantways are healing rites, although the Blessing 
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Way may be used protectively, to consecrate a new building. This 
ritual, which gives strength and inner peace, is conducted over 
young men who are leaving for war. There are rites of passage, 
too, such as the celebration of menarche among young girls. Cer- 
tain rites may be used to combat witchcraft, or to compensate for 
the unwitting breaking of a taboo. 

However they are used, ceremonials combine the highest art 
forms, empirical herbal medicine and psychic healing. In Navaho 
life there can be no health without harmony. The ceremonies, with 
their hundreds of songs, rituals, dances, prayers, and sand paint- 
ings are at the center of Navaho survival. They are essential to 
the strength and identity of the people. 

Although a number of writers have described certain of the 
ceremonies, written materials would not be sufficient for an indi- 
vidual to learn how to collect and prepare the hundreds of herbs, 
construct prayer sticks and ritual objects, intone the chants, as 
well as stage, costume, and choreograph the dances. Sand paint- 
ings, which are a symbolic interface with a spiritual world, are 
not considered art, whatever their magnificence. No sandpainting 
is intended to be photographed or copied, but is solely a bridge 
between the patient and the spirit world. Within a few minutes of 
completion, corn is scattered over the painting and the patient sits 
upon it. He knows that it was done solely for him, and that it is 
perfect in every detail. Sand paintings prepared for reproduction 
usually have substitutions of colors, details which are omitted, 
changes which make them secular rather than sacred. Moreover, 
the medicine man himself is the object of respect and sometimes 
fear; his knowledge is considered powerful. Thus the healing art 
— a fragile heritage that has come fearfully close to dying — can be 
learned only by imitation and instruction. 

Medical Attitudes 

No Navaho would build a hospital without one or maybe several 
ceremonial hogans just outside the door, so that individuals might 
be speeded into psychic recovery. It is indeed strange that so many 
hospitals exist on and around the reservation, without provision 
for the native medicine. Dr. Bergman, who has been trying to 
accomplish a closer cooperation between hospital and ceremonial 
medicine, recently gave the NIMH-sponsored medicine men and 
their trainees a tour of the Gallup Hospital. To a man, they were 
all impressed with a singular view of an important mountain 
which they had never before seen from such a vantage point. But 
the sterile pediatrics ward filled them with horror for there were 
no parents around, helping to care for the children. 

Indeed, Navaho look upon young American doctors as extremely 
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young. A Navaho boy may begin to learn chants and rituals from 
a relative when he is young. Many esteemed singers used to begin 
their years of apprenticeship around puberty, but that is much 
less likely today, since most of the children are in school. Although 
several years might be needed to absorb in detail one of the more 
elaborate chantways, there would be no hurry. A Navaho would 
not be considered ready to practice as a singer until he had 
reached full maturity, his 40’s or 50’s. Navaho concept of the 
singer, like that of the sing, require a wholeness. Thus the medi- 
cine man is no youth, but a person who has brought up a family 
The community must watch him, see that he is able to survive and 
unction in his family and clan and in the larger community 
When he has passed the tests of life he may try to help others’ 
Moreover, he should have proved himself to be a good man, some- 
one who will not misuse his power. 

In the light of these criteria, it is not surprising that most of 
the trainees in the NIMH program are over 40. A Navaho is very 
young until he passes 51. 

Before he may practice medicine, a Navaho must be a mature 
and seasoned man for there are many hazards in being a singer 
The very nature of rituals is that every detail has a significance ! 

e medicine man must perform his ceremonies without the error 
of a syllable or one inappropriate detail in a sand painting for if 
he should err or commit some infringement of tradition, he might 
do the patient harm. A singer must not lose too many patients. 
Moreover, if he becomes too successful and wealthy he may be 
accused of causing illnesses in order to collect fees for curing His 
psychic powers are real, and the medicine man is likely to gener- 
ate ambivalent feelings. In order to abate envy, he is likely to 
affect a modesty of manner and dress that does not belie the 
extent of his knowledge and wealth. In a society where knowledge 
is esoteric, songs are indeed a possession. 

The medicine man, who is a combination of physician, teacher 
psyc latrist, and priest, spends a part of his time at ceremonials 
practicing family therapy. Since families live together in tight 
quarters during the winter, often in one or two hogans, there is 
little privacy, and tensions are likely to create rifts, ultimately 
generating psychosomatic symptoms. Although white medicine 
treats symptoms to a very large extent, Navaho medicine is not 

aimed at the symptoms— the stomachaches, headaches, depression 
-—but at the causes. 

Causes of illness 

Illnesses in Navaho medicine are traced back to first causes 
which are expressed symbolically. Although they may seem 
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strange to urban Americans, the psychic roots of illness are not so 
different from the causes of familiar psychosomatic and emotional 
illnesses — depressions, cardiac illnesses, and other ailments that 
seem to originate in traumas, insecurities within a family, or 
taboos inculcated in early toilet training. However, as expressed 
by Navahos, in their own environment, the mythical causes of 
illness may be powerful animals such as the bear, eagle, deer, 
coyote, or snake. Lightning, wind, ghosts, witches, and foreigners 
are also a threat to the Navaho security and health. A person who 
has been hurled about in a cyclone, touched by a whirlwind, or 
even a dust-devil, may later be affected with a twisted mouth, 
headaches, or paralyses that require the performance of a Wind 
Chant. 

In white medicine there is a division between illnesses affecting 
the mind, and those of the body. No busy white doctor would 
encourage his patient to tell him their dreams. But dreams are 
considered prophetic among the Navaho. As one medicine man 
remarked : “Dreams are very important. They tell you something 
that’s ahead of you, something that will happen. You whites don’t 
do that, but we Navahos think it’s important. For example, if you 
ha\ a relative or close friend that’s dead and you dream about 
him it’s a warning that his ghost is coming back to affect you. 
Then you need prayers.” 

No one could possibly get through life without some infringe- 
ment upon taboos. Perhaps one unwittingly walked in the track of 
the mountain bear, or ate lamb that had been slain by bear, or as 
an infant saw a man struck by lightning, or unknowingly entered 
what later turned out to be a ruin where ghosts of the ancient 
dead would be. Contact with the dead may ultimately be a cause of 
illness. 

The topic of greatest anxiety for Navahos is death. The house in 
which someone dies is ever after considered haunted and should be 
burned, since no part of it is free of the ghost, tschindi. Touching, 
looking at corpses, all things concerning death have threatening, 
even overpowering implications for the Navaho. Death and hard- 
ship are common among these people. When a family member dies, 
preferrably removed from the family hogan beforehand, he is laid 
in a casket with all his personal possessions, and set in the rocks. 
(Today Navaho are often buried by non-Navahos, but the same 
taboos apply to personal possessions.) For four days, whoever of 
the survivors has touched the body must purify himself, remain- 
ing apart, and stifling his grief as best he can, lest spoken words 
of the dead cause illness. The dead are said to exist in a perpetual 
underworld and their ghosts may be evoked by malicious witch- 
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craft. They haunt dreams, and appear in visions, wrecking mis- 
chief and causing illness among the living. 

In this context the white hospital presents a threat to many 
traditional Navahos, and probably evokes unexpressed anxieties in 
tne acculturated young. Although even most traditional Navahos 
take people with certain kinds of illnesses to a hospital, a white 
hospital is looked upon as a place where people sometimes die 

They are not taken outside to die, thus the hospital is seen as a 
place of ghosts. 

There are many indications of this sentiment, such as this in- 
stance from Gladys Reichard : 

“She was taken home and word came that little Singer had 

wepk m R t p e hospltaI ~ h !f bein £ the fourth death there in a 
week. R.P vvas prevailed upon to consult a doctor for his wife 
He consented but reluctantly, because he would have to go to 
the hospital, the place of the dead.” 

Witchcraft 

While white men are modulated by external mechanisms— gov- 
ernment and the law which enforces in absolute authority— the 
Navaho has no such authority. Navahos regulate their behavior as 
a group by social sanctions, of which witchcraft is one. 

If contact with the dead may generate nightmares and later 
illness like the infringement of a taboo, accidents and disease 
could be emanating from another source— the evil desire of some- 
one to harm the individual, also labelled witchcraft. Psychological 

* *? k , mai ’ ! n the f ° rm of witchcraft is common, and provides some 
ml sanctions of value to the tribe as well as exacting a heavy 

a u X K y a ” d illneSS ' A ma "’ for exam P le « who became too 
rich would be suspected of witchcraft, if not robbing graves. Thus, 

the well-to-do are tacitly encouraged to share with their families 
and clans, to give ceremonial feasts that are generous. 

The people most likely to be suspected of witchcraft are the 
very rich, but also the very poor (who may use evil means out of 
desperation), the very powerful singers, who are envied, and the 
very old, who are likely to be neglected family members, toward 
whom there may be some family guilt and some fear of repressed 

ghostT° n ' M ° re0Ver ’ the very old - by nearing death are almost 

hi„t!‘ “ . haVe their witches < objects of repressed hostility, to 

ri ™l f ° r WhatCVer 8068 Wr0n8, the P^ection of hate and fear. 

In some sense they were Jews to the Nazis. Today, to many Amer- 
icans, tney may be communists, blacks, or students. Their inten- 

may be' eV -'' they are feared - and “lUmately 
may be forced into becoming fearsome. The word witchcraft is 

strange to many Americans for whom the parallel phenomena are 
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often institutional — evils of the IRS, a company, an agency, corpo- 
rate and faceless, out to do in the mere individual. 

Witchcraft increased, so scholars think, after the humiliation of 
Fort Sumner, when the Navaho people had to begin from the 
beginning and reestablish their lives. It seems to be increasing 
now, an expression of rising anxiety perhaps at a time when the 
pressure of white culture is causing much conflict in the tribe. 
Families are breaking ’up,' families which are the crux of tribal 
equilibrium. Young people, educated away, cannot live with the old 
traditions in the old hogan, nor do they wish to live as second-class 
citizens in American cities. The Navaho population has grown, but 
the arid land will not support it. White industries threaten to 
invade sacred lands : the tribe profits a little from coal or uranium 
concessions, but in some current instances the younger people see 
that the industry will profit immensely, giving the tribe a small 
fraction for a concession which will destroy holy land and perhaps 
also part of the watershed. It is not surprising that fear of white 
people runs like a silent thread among the older generation. There 
are many taboos about contact with whites, who have brought not 
only misery and exploitation, but many disease epidemics. Yet for 
those whites who have brought good, the Navaho response is 
warm and loyal. 

The NIMH training program has been warmly welcomed, in 
part, because the white participants have been so respectful of 
Navaho tradition, and in part because it offers the medicine mer 
additional training in the medical fundamentals that white doctors 
use so heavily for diagnosis. This is a major difference between 
the Navaho medicine man and white doctor: the doctor’s training 
emphasizes diagnosis, while diagnosis is not even part of the medi- 
cine man’s traditional role. 

Diagnosis 

Navaho diagnosis of illness is performed, not by the medicine 
men themselves, but by less eminent persons, people who are not 
necessarily learned but who are able to utilize trance states and 
visions. These people, known as star gazers, crystal gazers, or hand 
tremblers, spend time with the person who feels ill ; ultimately 
they divine the cause, and tell the person which ceremony to have. 
The rules for diagnosis are not spelled out ; rather, the good hand 
trembler or star gazer incorporates considerable information 
about the person to be treated in the diagnosis. For instance, a 
person who is unable to resolve grief, who has chest pains, and 
unusual fears of accident, usually will be told to have an Evil Way 
Ceremony. If the ceremony does not bring the patient back to 
health and cheer, the diagnosis may have been wrong, and the 



person will seek out another hand trembler. It is not possible to 
obtain statistics on the recovery rate of Navaho ceremonial pa- 
tients, but they would seem to be reasonably good. There is, of 
course, a considerable elapsed time between diagnosis and cere- 
mony in many instances, for once the ceremonial has been pre- 
scribed, the family must begin the process of engaging a singer. 

Pees are discussed in advance, and are graded by the medicine 
man, who will expect very little from a poor person but more from 
the rich. Thus, a Night Chant might cost a poor person only half 
as much as a rich man. If a night ceremony is prescribed, the fee 
may be $200, but the cost of special materials and food for the 
invited family will run to $1,000 — over a year’s income. In addi- 
tion, special herbs and materials must be gathered for the singer. 
The hogan must be cleared for the ceremony. Unless it is a grave 
emergency, this preparation may take weeks. The singer may need 
to gather special herbs and pigments. In the end, however, the 
ceremony is a healing experience for everyone — patient, family, 
and all invited. If the aura of a hospital, or individual psychother- 
apy usually has lugubrious overtones, the Navaho ceremony is 
extremely jovial and positive. Prayers are far from supplicating. 
They are declarations of the healthy future. 

“Today you must make me well. All the things that have 
harmed me will leave. 

“I will walk with a cool body after they have left me. 

“Inside of me today will be well, all fever will have come out 
of me, and go away from me, and leave my head cool ! 

“I will hear today, I will see today, I will be in my right 
mind today ! 

“Today I will walk out, today everything evil will leave me, 

I will be as I was before, I will have a cool breeze over my 
body, I will walk with a light body. 

“I will be happy forever, nothing will hinder me. 

“I walk, in front of me beautiful, I walk behind me beauti- 
ful, under me beautiful, on top of me beautiful, around me 
beautiful, my words will be beautiful. 

“I will be everlasting one, everything is beautiful.” 
Training in White Medicine 

Hatathli Black Moustache, as he is affectionately called, is one 
of these — a man who can combine appreciation of tribal custom 
and belief with Western medicine and administrative skills. With 
the aid of an interpreter, Dr. Bergman has been lecturing the 
NIMH trainees on first aid, the nature of blood cells, bacteria, 
viruses, on cancer, X-rays, anatomy. Seated in a small classroom 
or library at the Rough Rock school, the medicine men and school 
staff sit with arms folded, eyes often closed, for many hours. 
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Accustomed to memorizing, they may appear to sleep until the 
lecture is over, when they open their eyes and ask astute ques- 
tions. They appreciate the instruction and have revealed through 
their questions a considerable knowledge of physiology and anat- 
omy, perhaps gathered from studying animals. These classes give 
the medicine men some insight into the functions of the white 
doctor, without in any way depreciating the value of psychic medi- 
cine. 

Where White Medicine Fails 

Almost everyone can relate a case or two in which a Navaho has 
been healed by a chant when hospitalization and treatment in the 
clinic failed. There is the woman who underwent a gall bladder 
operation, but continued to feel badly when she came home, until a 
Blessing Way was sung. Then she recovered. There was the 
woman who had been in Fort Defiance Hospital with severe facial 
tics, and was discharged by a doctor who honed that a ceremony 
would succeed where he could not. Three months after the cere- 
mony, one of the guests who had been there, stopped to give the 
woman a ride, but did not recognize her without the disfigurement 
of muscle distortion. 

Mr. Frank Harvey, interpreter and administrative assistant of 
the NIMH training program, recalled a very emotionally disturbed 
girl who seemed only to get worse in the hospital. Finally she was 
given a Mountain Top Chant. “Now,” said Frank, “she’s so 
thrifty !” which is a high compliment and implies competence. The 
girl is married and caring for her family. 

The most striking case was the case of the cured schizophrenic. 
Dr. Bergman had seen records from four different hospitals, all 
diagnosing a woman as schizophrenic, but when he tried to check 
on her she was nowhere to be found. Her father said there was no 
point looking for her because she was well. 

“We found her in her hogan with her mother and brother 
and a bunch of her kids. She was spinning yarn, was well 
organized with the kids, and not shaken by us and she and 
the rest of the family put the story together. They told how 
one time she thought people were poisoning her, how at other 
times she’d think people were breaking into the hogan, so 
she’d get a gun and go prowling. . . . 

“In addition to the hospitals, they’d tried every imaginable 
cure — Navaho herbs, and the Hopi Sucking Cure, and the 
Apache Windway Ceremony. Finally they took her to a new 
hand-trembler who said : ‘There’s only one man who can help. 
He’s a very old man and he lives over at Grey Mountain.’ 

“. . . Finally Large Whiskers agreed to treat her, but he 
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said the cure had to be effected where the illness had started 
and with the whole family around. . . . 

“They all went back then to Blue Canyon, and the woman 
told us that, from the first night on, she was sure that she 
was going to get better, that listening to Large Whiskers pray 
and chant she knew her normal mind was returning.” 

Dr. Bergman was curious, having seen the hospital records. 
Most psychit. >ists hope to allow schizophrenics to function but 
never hope to ^ure them. Nonetheless the woman was obviously 
well, and Bergman went to meet the medicine man, Tom Large 
Whiskers. Asked how he had cured the woman, the old man said : 

“I don’t know what you learned from books, but what I 
learned from my grandfather is that there is a part of the 
mind that is outside of the person, and which the person does 
not really know about. That is the part of the mind that is 
most important in determining whether somebody becomes 
well or remains sick.” 

In addition to working with the woman’s unconscious, he had 
also used two very potent herbs, picked so that they would be 
strong enough, but not too strong. If one listens to the medicine 
men with the sensitivity of Dr. Bergman, one discovers many of 
the concepts of psychoanalysis, explicitly stated. The analogues of 
v the id, ego, super ego, and of the unconscious, or transference are 
expressed as external forces. Nonetheless, the medicine men do 
consciously work with the unconscious of their patient. 

Since the medicine man must counsel and consult with the fam- 
ily, he informally conducts family therapy during the ceremony. 
Some ceremonies thus have periods in which they resemble en- 
counter or sensitivity groups. Some of the longer ceremonies, last- 
ing nine nights and ten days, also involve intense activity and 
little sleep, resembling the compressed therapy of the encounter 
marathon. 

Moreover, the ceremonies selected for the individual contain 
mythological and symbolic components that are suited to the psy- 
chodynamics of the patient’s illness. They take away from the 
total helplessness of the sick, and turn the despairing toward 
positive health. Groups can benefit from ceremonies in a similar 
way. One striking example occurred during the author’s visit to 
the reservation. One dormitory of the Toye boarding school had 
been supervised by Dr. Bergman and developed along Navaho 
concepts, Respite resentment and objection from parts of the 
school community. Then came a period in which a staff member 
died, a relative of a staff member died, there was a nearly fatal 
appendicitis attack in one of the children. In the grief and agita- 
tion, everyone began to get sick— with symptoms of streptococcus 
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infection in the throat. Dr. Bergman suggested at a staff meeting 
that it might be appropriate to hold a Blessing Way to consecrate 
the new dorm and its ceremonial hogan, and to protect the group 
against the possible ill feelings and evil being directed against 
them. The groups response was cne of instant relief. Anxiety and 
agitation subsided as they discussed the practical matters of hir- 
ing a singer, preparing food, and inviting the families of all. 
Instead of feeling helpless and sick in the face of death, ill will 
and sickness, they had something positive to do and looked forward 
to. Moreover, it would mean drawing together a huge assemblage 
of relatives and parents. Ceremonial “medicine” can be an impor- 
tant part of community mental health. 

The Need To Preserve Traditions 

The medicine man is an invaluable repository of tribal knowl- 
edge, of pharmacology and symbolism. Without him the traditions, 
and for many Navahos the purpose of life, would vanish. He is the 
integrator, the wise man, the artist. Although many Navahos live 
in two very different worlds, even the most urbane and accultur- 
ated members gain sustenance from the ceremonies. One well- 
traveled administrator remarked that he had had the Blessing 
Way twice, once to protect him before he went into the Armed 
Service. Indeed, when he is troubled, pressured by work and anx- 
ious, he will call a medicine man for a brief prayer. When he lies 
down in the hogan, receiving the pollen and repeating the prayer 
after the medicine man, he is reinvigorated, confident, and happy 
again to be alive, and can return to work. 

Medicine in Navaho terms is integral to the life of the individ- 
ual and to the entire region and tribe, bearing an importance in 
social life that it does not have in white communities. Thus, the 
loss of the singer would be a disaster to the traditions that create 
a tribe. When tribal members lose that identity from being sur- 
rounded by an alien environment they lose interest in living, and 
in regions where this loss of identity has occurred there has been a 
high suicide rate. 

In recent years the decline in the number of medicine men has 
been directly related to the decline in Navaho income. Young peo- 
ple cannot afford the long and expensive training. In the Rough 
Rock region, where jobs have been particularly scarce, and the 
singer’s traditions have remained in the heads of a few old men, it 
was important to have support for the training of new medicine 
men to maintain the mental health of the community. 

Centered at the Rough Rock School, NIMH funds have enabled 
the beginnings of a new generation of singers. As in most schools, 
training is done in winter. During the summer when the children 
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are home and flocks must be tended, the trainees cannot leave 
home During the winter when most of the ceremonies are per- 
ormed (after the first frost) the trainees work with the medicine 
men for eight to ten hours at a stretch. The medicine man may 
live at some distance, and in winter the snowy or muddy roads 

for aXngt?m S e Sable, S ° ^ the trainee may be away from home 

A ceremonial may take three years to learr. It consists of 

a and PrayerS that mUSt be learned by rote, and 

Tnrfw y ' \ ce J rem ° ny SUch as the Nightway, or Mountain 
lop Way may extend over nine nights and ten days. It is tanta- 

a Va » ner °P era by watching performances, 
learning the libretto, score, staging, and costumes. In addition the 
trainee acquires a knowledge of some 200 herbs, learning where 
h y grow, how to gather them, how to prepare them, and admin- 

h^e ?tl y 3 , f f W of these are known to white men. and it is 
tent Trins J n a * 0 r t t Pharm aco p oeia is all physiologically po- 
wrth I ‘ P l£ ‘ her i? entaiI Ion * treka into the mountains 

their paraphanaHa man ^ game and ““ 

When the medicine man is called to perform a ceremony the 

S^ T r aUy ’ the medicine ma ” wi " begin thT’sand 
painting eariy m the morning, having spent the night chanting 

man drftlv Sm °° thed the floor ,f the bogan, and the medicine 
pours out lines of color between his forefinger and 
thumb He shows his neophytes how to outline their figures. Kneel- 
ing and crouching, he outlines the intricate figure. His neophytes 
with more obvious effort, imitate the forms in different cotar ' 
There is much laughter as the medicine man supervises, finding a 
isteke, correcting it. As they work for eight hours or so, they 

mediH nd !' Iegends - . FinaIly - the Panting is finished. The 

ne man walks around it finding minescule details that have 

ta Mrtart ted ‘-th aCl J d0t has SI ' 8niflcance - He makes certain that it 
is perfect, without error. The remaining colored pigments the 

pati^TwinToorf arrive. P °^ 6n ’ a « - >■* Paper bags.’ The 6 

powd^ fl w1tar w \t P ^de d d With blaCk ' ° Chre ’ blU6 ’ and White 

Now the medicine man unrolls his bundle. He takes out some 
specially carved paddles and sticks with feathers, placing them 

stone* fire* by* the 3"* ha *> «• burned in tae smaU 

stone fire by the doorway. At the eastern open end of the sand 

wXrAfurneIt l0n ia S d eIl rt P ‘f ed with some herbs mixed with 
water. A fur pelt is laid on the edge of the painting. 
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Now the patient, a sad young man arrives, and standing with 
the medicine man at the eastern edge of the painting he scatters 
corn pollen on it, blessing it. The young man strips down to his 
shorts, and sits against’ the north wall. The medicine man, chant- 
ing, takes a thumbful of blue pigment and presses it between the 
ribs just below the sternum. He utters a high pitched cry, calling 
the spirits. He presses a thumbfull of white at the same position 
on the man’s back. Now, as he chants, one of his trainees contin- 
ues the painting of the proper symbols, like a four-colored neck- 
lace, over the man’s chest, lightening designs down the arms and 
legs. The medicine man sings, shaking his rattle rhythmically. 
Occasionally he instructs or exchanges a word with the patient 
There is laughter. The medicine man now takes a lock of the man’s 
hair, placing a bead around it. 

The medicine man raises the young patient to his feet, pulling 
him up as he grasps a prayer stick. The patient now sits on the 
edge of the painting, and its supernatural powers will enter into 
him. The neophytes rhythmically shake rattles and chant with the 
medicine man who now touches the man’s body with his many 
prayer sticks, feathers, and sporadically offers him herbs to drink. 
The medicine man dons a garland of hemp and feather, and then 
places it on the patient. Occasionally he touches the patient with a 
prayer stick, making a chirping shrill sound, then chanting and 
praying. 

Finally, he offers a prayer stick and draws the patient to his 
feet, and then sends him out of the hogan briefly while he erases 
the sand painting. A blanket is spread over the sand now and the 
basket is set on it, filled with corn meal. The patient returns and 
both sit on the blanket. As he chants, the medicine man feeds the 
patient herbs in water and corn. Finally, the medicine man takes 
some corn in his mouth, and the ceremony is over. The patient 
rises to dress. The trainees help the medicine man clear away the 
sand, gather up his paraphanalia. When they are ready to do this 
ceremony alone, they will first gather their herbs and collect the 
many necessities (such as sand from the sacred mountains) for 
their pouches. They will also carve prayer sticks, using lightening 
struck wood and special feathers. When they return with the med- 
icine man to his hogan, they will spend more days learning the 
chants and legends, as well as the qualities and locations of herbs. 
They must memorize this perfectly, so that they can perform the 
ceremony flawlessly. 

Each trainee, in addition to evaluation by his mentor, will be 
evaluated by Dr. Rosalie Howard, a psychologist, who will ascer- 
tain that the trainees do indeed learn white psychiatry and some 
internal medicine, that they are accepted by the community and 
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patients as well as mastering the rituals, herbs, sand paintings, 
and legends. In order to have some rationale for paying or not 
paying the medicine men and trainees, the director of the pro- 
gram, Mr. John Dick, has been making weekly checks on progress. 

Although rituals are prescribed in every detail, each medicine 
man has a distinctive style. Longer ceremonies involve songs and 
prayers that may run to 1,000-5,000, or 50,000 words. Although 
these must be learned in the correct sequence, the ceremony has 
some flexibility, and a medicine man may alter the order of some 
chants. It is possible to learn one ceremony in a year. In a lifetime, 
even most learned singers rarely know more than several major 
chantways and a dozen minor chants. Of the 40-odd major chant- 
ways, and hundreds of songs, some already have passed out of 
knowledge. (The Feather Chant, the Knife Chant, and Lifeway 
Chant are no longer sung.) The chantways being taught at present 
are major ceremonies: The Big Star Way, Evil Way, The Holy 
Way, Red Ant Wax, The Mountain Top Way, Male Lightening 
Way, Beauty Way, The Game Way, and Tobacco Way. 

The Beauty Way is perhaps the pivotal ceremony. A portion is 
performed protectively, before a Navaho G.I. leaves for Vietnam, 
before and after a Navaho undergoes surgery, against witchcraft, 
and in consecration of a house. The Holy Way and Blessing Way 
are sung over patients to give them good thoughts, good emotions, 
to make them prosper. They, too, counteract witchcraft and may 
even return an allergic patient to his normal self. In the confine- 
ment of the hogan a child commonly becomes restless, wandering 
off into the mountains. Legend indicates that such an affliction 
comes from the taint of the bear, and can be cured by the Moun- 
tain Top Way. The Big Star (which includes the Evil Way cere- 
mony) can cure someone who has nightmares about death or the 
dead. Perhaps he saw a funeral, a dead body, or inadvertantly 
walked over a grave, or wore the clothes of the deceased. In this 
ritual purification is important, and all take sweat baths and emet- 
ics that cause a vomiting up of the evil inside. 

It would be a mistake to conceive of the medicine man training 
project only in terms of physical or psychiatric medicine. What is 
at stake is far more ramified. The enlightened men recreate the 
emergence, the identity of the people, and without these hatathli 
the tribal identity would decay. The rituals and legends that heal 
individuals are the rituals and legends that sustain the gentle 
tribe, giving security to the young and allowing the people to 
adapt to the universe into which they were born. 

This program, if extended, may be in time able to perpetuate 
the complex Navaho culture. It could also be replicated with simi- 
lar benefits elsewhere, in any community where traditional medi- 
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cine is still practiced. The impact far exceeds that of conventional 
scholarships to medical school, for in training medicine men, the 
leaders who emerge are far more than physical do ors. They are 
the leaders around whom swirl the community whenever there is 
trouble. This program is a community mental health program that 
effectively influences the mental health of the whole community — a 
rare project. 

If the medical rituals of the Navaho people include elements 
resembling family therapy, or encounter marathons, the life style 
is similar to the goal of the human potentials movement. Group 
orientation, decision by consensus, and group sanctions without 
centralized authority are one alternative to the dominant culture 
of America in which egotism, competition and authority often 
generate strife. The current revival of interest in American 
Indian life may indicate that it is time to translate some of their 
precepts for the health of the white community. 

Training Grant: MH 11930 

Bates of Interviews: October and November 1970 
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The Development of 
Intelligence in Babies 



Investigator: JEROME S. BRUNER, Ph.D. 

Director, The Center for Cognitive Studies 
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Cambridge, Massachusetts 
Prepared by: MAYA PiNES 



For the past four years, Dr. Jerome S. Bruner has been con- 
cerned primarily with the cognitive development of babies: How 
does the human infant — so helpless and limited at birth — learn to 
control his environment and him3elf? How does he grow up 
intelligent? 

Although human babies at first appear more stupid than chim- 
panzees of the same age, by the age of 2 or 3 the normal child has 
achieved one of the most difficult intellectual feats he may ever 
perform : he has reinvented the rules of grammar, all by himself, 
and he has learned to speak. He has also constructed a fairly 
complex mental model of the world, which allows him to manipu- 
late various aspects of the world in his thoughts and fantasies. 
And he has learned to mobilize various skill patterns whenever he 
needs them. Under the guidance of Dr. Bruner, the Center for 
Cognitive Studies at Harvard is trying to unravel the sources of 
these formidable achievements. 

There are various theories about how children acquire language. 
In his book, Verbal Behavior (1967), Dr. B. F. Skinner claimed 
that children learn to speak as a result of stimulus-response condi- 
tioning. All complicated behavior is learned, he argued ; one learns 
to behave in ordered ways because there is order in the environ- 
ment. Linguists such as Dr. Noam Chomsky disagreed, suggesting 
that human beings have an innate competence for language which 
sets them apart from all other creatures. This innate competence 
is what allows babies to learn language on the basis of relatively 
few encounters with words and sentences, they claimed, crediting 
babies — and mankind — with far more “mind” than most scientists 
were willing to accept at the time. 
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Innate Competence 

Dr. Bruner and a number of other psychologists in the U.S. and 
abroad have now gone one step further than Chomsky in empha- 
sizing the importance and activity of the infant’s own nervous 
system. By studying babies well before they learn to speak, these 
researchers have come to the conclusion that language competence 
is just one example of an even more significant ability with which 
infants enter the world : the basic ability to pick up logical rules 
from mere fragments of evidence, and then use these rules in a 
variety of combinations. There are programs of action in the 
human mind right after birth, they believe, not only for language 
but also for the intelligent use of hands, eyes and tools. 

“It's a very different view of man,” says Dr. Bruner, “and it’s 
just beginning. People are starting to see that skills of this wide- 
ranging type couldn't possibly be learned element by element. 
There must be some kind of predisposition in man to allow babies 
to pick up so quickly rules that go for such a large number of 
situations.” 

Only a few years ago, it was generally believed that newborns 
could not see more than the differences between light and dark; 
that during their first three months of life they were so absorbed 
by their insides that they could hardly react to the outside world ; 
and consequently, that their physical environment had little 
impact on them — all that mattered was the provision of food and 
comfort. It now turns out, however, that even on the day of their 
birth, infants can track a triangle with their eyes. By the time 
they are 1 month old, they can spot the identity of objects and 
know when something has been changed. Furthermore, they 
actively invent rules of theories to explain what they perceive 
Even at 3 weeks of age, an infant will have fairly complex hy- 
potheses about the world he has just been born into— and if he is 
proved wrong, he may burst into tears. 

That was exactly what happened at the Center two years ago, 
during an experiment conducted by a Radcliffe undergraduate, 
Shelley Rosenbloom. Researchers there wondered whether babies 
of 3 to 8 weeks really understood that a person’s voice should come 
from the spot where the person stood— whether babies had the 
idea of a locus. If so, did these babies also grasp the fact that 
when the person moved, the sound of his voice should travel along 
the same path? To what extent had ther organized their experi- 
ence at that age ? To find out, it was dec’ded to use stereo speakers 
that could separate the sound of a voice from its origin. In res- 
ponse to ads in the Harvard Crimson, there is always a procession 
of babies — mostly the offspring of graduate students — to the Cen- 
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ter’s lab, where they are made comfortable, given toys, and usually 
offered something interesting to see or do as part of a psychologi- 
cal experiment, while their mothers look on. This time, the infants 
were seated in front of a glass partition that separated them from 
their mothers, whom they could see just two feet away. As long as 
the speakers were balanced so that the mother’s voice seemed to 
come directly from her, an infant would be quite content. But as 
soon as the phase relationship between the speakers was changed 
so that the voice seemed to come from a different spot, the baby 
would become agitated, look around* or cry — showing that his 
expectations were thwarted, and that there is powerful informa- 
tion-processing ability in the brains of infants even at that early 
age. “We now believe that infants have a notion not only of locus, 
but of path, right from the beginning,” says Dr. Bruner. “Then, 
with experience, it becomes increasingly differentiated. But there 
is some notion of it right from the start.” 

The Study of Infancy 

The Center’s study of infancy has focused on five issues : 

1) How the infant achieves voluntary control of behavior in a 
fashion governed by prediction and anticipation ; 

2) How visually guided and intelligent manipulative behavior 
emerges, with emphasis on the transferability and generativeness 
of skills ; 

3) How the infant progresses from being a “one-track” enter- 
prise to being able to carry out several activities simultaneously 
and under the control of an over-rule ; 

4) How attention develops and its control shifts from external 
constraints (novelty) to internal constraints (problem-solving) ; 
and 

5) How pre-linguistic codes develop, particularly in the interac- 
tion of the mother and infant. 

( Our underlying assumption is that the cedes of language, while 
they may indeed reflect innated patterns, are first primed by a 
great deal of interactive code-learning of a nonsyntactic type,” 
writes Dr. Bruner. “When certain of these pre-linguistic manifes- 
tations are understood, perhaps light will be shed on the deeper 
question of the nature of language as such.”) 

In babies’ hands, Dr. Bruner believes, lie clues to much of their 
later development, and he particularly wants to find out how ba- 
bies learn the value of two-handedness. Nobody teaches infants 
this skill, just as nobody teaches them to talk. At around the age 
of 1, a baby will master the “two-handed obstacle box,” a simple 
puzzle devised by the Center to study this process. Seated on his 
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mother’s lap, he will suddenly use one hand to push and hold a 
transparent cover, while the other hand reaches inside the box for 
a toy. 

To Dr. Bruner this is extraordinary, for it shows that the baby 
has learned to distinguish between the two kinds of grip — the 
power or “holding” grip, which stabilizes an object, and the preci- 
sion or “operating” grip, which does the work. Monkeys and apes 
have developed a precision grip, Dr. Bruner says, but “it is not 
until one comes to man with his asymmetry that the power grip 
migrates to one hand (usually the left) and the precision to the 
other.” From then on, he emphasizes, many routines can be de- 
vised for holding an object with one hand while working it with 
the other, leading to the distinctively human use of tools and 
tool-making. 

The experiments at the Center are essentially very simple, but 
their interpretations are not. Some of these interpretations paral- 
lel Noam Chomsky’s “transformation” approach to linguistics, 
which reduces language to basic kernel sentences, each one made 
up of a noun phrase and a verb phrase. Early in childhood every 
human being learns the logical rules which allow him to transform 
these, kernels into any possible sentence. Dr. Bruner speculates 
that when a baby learns to differentiate between the two kinds of 
manual grip, this foreshadows “the development of topic and com- 
ment in human language” — the basic sentence form of subject/ 
predicate, which may be found in all languages, with no exception 
whatsoever, and which a baby expresses when he combines a holo- 
phrase (a single word or a very short phrase that is used as one 
word) with another word. Thus, man may be uniquely predis- 
posed, at birth, to reinvent the rules of grammar, to process infor- 
mation, and to develop “clever hands.” He is born with a highly 
complex programing system, the result of millions of years of 
evolution. 

What about disadvantaged children, then — why should they be 
different, if they are born with the same programing system? 
“Mind you, you can ruin a child’s inheritance, too,” warns Dr. 
Bruner, “with an environment where he acquires helplessness. 
You can also be trained to be stupid.” 

Before man’s marvellous programing system can be activated 
for language, for instance, a baby must learn a series of primitive 
codes — and these require interaction with an adult. “What seems 
to get established very quickly between infant and parent is some 
sort of code of mutual expectancy,” says Dr. Bruner, “when the 
adult responds to an initiative on the part of the child, thus con- 
verting some feature of the child’s spontaneous behavior into a 
signal.” Right from the start, parent and infant are busy commu- 
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nicating through eye-to-eye contact, smiles and sounds. As early as 
4 months of age, an infant will smile more to a face that smiles 
back than to one that does not respond ; and if the adult face then 
stops smiling back, the infant will look away. In some cases, he 
may even struggle bodily to look away. A child’s other attempts at 
learning can similarly be brought to a halt when his expectancy is 
thwarted, and things stop making sense. 

The Development of Strategies 

The prolonged infancy of man has definite functional impor- 
tance, Dr. Bruner concludes : During that time, the infant is basi- 
cally developing the strategies that will later be combined for 
intelligent action — for thought and language, as well as for the 
manipulation of tools. 

One such strategy is “place-holding.” The earliest evidence of 
this can be seen in infants’ sucking behavior. As everybody knows, 
a pacifier will calm a baby. But why? Earlier research had shown 
that sucking reduces hunger pangs and relieves muscle tension. 

Well, by putting electrodes on the temples of babies as they were 
watching a movie here, we’ve begun to find out what a pacifier 
really does,’’ says Dr. Bruner. “One of its principal effects is to cut 
down scanning eye movements, which cuts down the baby’s infor- 
mation intake.” At birth, and for a few days thereafter, babies 
can’t cope with more than one activity at a time. When they wish 
to suck, they close their eyes tightly, to avoid taking in informa- 
tion from the outside. When their eyes are open, they stop suck- 
ing. By the age of 3 to 5 weeks, however, they can suck with their 
eyes open but as soon as they become really interested in some- 
thing, the sucking stops. Finally, between the ages of 2 and 4 
months, a new strategy appears. Whenever something catches 
their attention while they are sucking, they stop their usual suc- 
tioning and shift to a sort of mouthing which keeps the nipple 
active, though at a reduced rate. This allows them to pick up 
where they left off with great ease, once their curiosity has been 
satisfied. A reat solution to an early problem, “place-holding,” of 
this sort leads to many later skills, both manual and linguistic. 

“As I got more into this work on skilled behavior, it became 
increasingly evident to what extent intention and hypothesis are 
central to the organization of knowledge and to the filtering of 
input,” declares Dr. Bruner. In his most recent study, “Studies in 
the Growth of Manual Intelligence in Infancy,” which he did with 
Karlen Lyons and Kenneth Kaye, Dr. Bruner emphasizes the im- 
portance of the infants' own programs of action. “When one ob- 
serves the early behavior of infants— say at the onset of visually 
guided reaching at around 4 months of age — one is struck by the 
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fact that arousal of intention is the initial reaction to an ‘appro- 
priate’ stimulus,” he writes. “The earliest overt expression of acti- 
vated intention is not ‘trial and error,’ but an awkward but recog- 
nizable instrumental act that expresses a preadapted program of 
action.” 

His movie, “The Intention to Take — The Infancy of Object Cap- 
ture, illustrates how babies begin with an intention, act out its 
intended results (or an approximation thereof) and then work 
backward to the components that will in fact make such results 
possible. “First, they look at the object,” says Dr. Bruner, describ- 
ing the movie. “They want to take it. It’s an intense gazing. Then, 
as the child’s intention gets organized, his lips come forward in 
what we call an ‘A-frame mouth.’ Later on, when he take hold of 
the object, it will go into his moutn ; but already, his whole system 
is activated, his mouth works. Then his arms come up in an anti- 
gravitational movement, and up comes that fist.” The infants’ 
actions are not yet in the right order for success. “Six weeks later, 
these actions will seem so well regulated that we’ll forget the 
complexity of even so simple a task. Then they will leap forward 
to a fully orchestrated act. But the preparation is slow and de- 
manding.” 

The infants’ own intentions, then, are crucial. Of course, some 
goals can be imposed from outside, and babies can be taught, for 
instance, to respond to a buzzer in certain ways. Thus Dr. Hanus 
Papousek, a Czech psychologist who is now spending a year at the 
Center, has conditioned newborns to turn their heads sharply to 
the side at the sound of a buzzer, in order to get imlk from a 
buzzer. “It can be done,” says Dr. Bruner, “but it’s endless. The 
babies show so much aversion to this. They’re so slow at learning 
it, you have to present the stimulus hundreds of times,” 

By contrast, when the infant uses his own initiative, learning 
often comes with lightning speed. In the Center’s lab, a medium- 
sized room which might be called a baby theater, babies are placed 
in a well-padded seat facing a blank wall which serves as a screen. 
Then, with a pacifier in their mouth, they are shown a movie. “We 
didn’t want to condition them to respond to a stimulus,” Dr. Bru- 
ner explains. “Instead, we wanted to choose something the child 
does and give it some consequence. Then he is at the controls. So 
we chose sucking. Would they learn to suck at different speeds in 
order to produce changes in their environment? And, lo and be- 
hold, these little 4-, 5- and 6-week-old infants do learn to suck in 
longer bursts to produce a clear focus. Or else, if you reverse the 
conditions so that sucking blurs the picture, they learn to desist 
from sucking on this pacifier. They respond immediately, during 
the very first session, to changes produced by their own acts.” 
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The movie that the babies watched so eagerly showed an Es- 
kimo mother playing with her child. “It was shot in winter, in- 
doors, and she w’us constantly involved in little games w’ith him 
string games and so on,” explains Dr. Bruner. The experiment 
was devised by a graduate student, Mrs. Ilze Kalnins. When the 
babies discovered that sucking made the pictures clearer, they cut 
down their pauses between sucks, stopping only four seconds. On 
other visits to the lab, when they found that sucking blurred the 
image, they lengthened the pauses to about eight seconds. 

The babies’ performance was all the more remarkable because 
of their inexperience with “place-holding.” To bring the picture 
into focus, they had to suck in longer bursts without looking at the 
film, then take a quick look before it blurred again. 

Curiously, this experiment comes quite close to the kind of oper- 
ant conditioning pioneered by Dr. Skinner, in which rewards are 
used to “shape” a child’s activity. But Dr. Bruner interprets it 
quite differently, seeing the babies’ rapid learning as the effect of 
fulfilling their owm intentions. Sucking to produce a sharp focus 
involves quite complex strategies to coordinate looking and suck- 
ing. Such strategies come from the inside out, from an innate 
preadaptation, Dr. Bruner believes. Only after their appearance 
has been evoked by events can trial and error and reinforcements 
be of any use. 

“What reinforcement is doing, in effect, is locking in that res- 
ponse in a set of alternative responses which in fact works,” he 
writes. “It does not bring into being new responses. For the most 
part, the children do not gradually improve their strategies, but 
rather increase the skill with which they perform old routines. 
Two-handed efforts make their appearance abruptly, rather 
than by some gradual route, and seem to be ‘ready’ for trigger- 
ing.” 

He points to an experiment performed at the Center two years 
ago with three groups of babies of different ages. The babies were 
seated in front of a table on which a jingly toy was placed behind 
a small transparent screen, open at one end. The youngest babies, 
only 7 months old, simply reached for the toy with the nearest 
hand and bumped into the screen. After banging on and clawing 
at the screen for a while, they lost interest and gave up. The next 
group, the 1-year-olds, began in the same fashion, but then let 
their hands follow the edge of the screen and reached behind it in 
a sort of backhand grasp until they got the toy. Only the 18- 
month-old babies knew right away how to reach the toy efficiently, 
and did so. Over 16 trials each, none of the babies ever changed 
his initial strategy; this was the best he was capable of at that 
stage. 

60 




58 



“Trial and error implies the capacity to hold an end constant 
while varying means,” notes Dr. Bruner. “The segments in which 
this is possible are very short in duration for the child. What 
thwarts him is distraction, not error.” This is why he is so inter- 
ested in the development of the child’s own intentions, and in the 
kind of “planning control” described by the Russian psychologist, 
Dr. A. R. Luria, as being located in the frontal lobes. He hopes to 
study the development of strategies and plans in primates and 
compare it to that of human infants, so as to gain further insight 
into this issue. 

Studies of Perception and Thinking 

The Center for Cognitive Studies came into being in 1060. Dur- 
ing its first years of operation, it paid no attention to babies. For 
Dr. Bruner, too, infant development is a comparatively recent 
interest Unlike many other psychologists, who study the same 
topic for their entire working lives, he has ranged all over the 
field. And before calling attention to the cognitive growth of in- 
fants, he had helped to create interest in four major movements: 
1) the so-called “New Look” in perception in the late forties and 
early fifties; 2) the study of cognitive processes, mostly in adults; 
3) educational reform, with emphasis on new curricula; and 4) 
the study of children's cognitive development. Throughout, he al- 
ways came back to the same basic questions: How do human 
beings gather, categorize, store, use and communicate knowledge? 

“You can never get a direct test on reality,” he says. “You must 
take scraps and test them against your mental model of the 
world.” In his work on perception, he wanted to learn how people 
register information through the filter of their own experience. He 
concluded that the same objects — for example, coins — are per- 
ceived differently by different people, in accordance with their 
values and needs. “Perceptions are highly regulated entry ports,” 
he notes. “An experienced eye will pick up so much more!” In 
contrast to work that considered perception to be strictly passive, 
this approach was called “hot” perception, or “the New Look” in 
perception. It led him to the boundary line between perception and 
thinking. 

Together with other members of the Harvard Cognition Pro- 
ject, he then spent five years studying cognitive processes — “the 
means whereby organisms achieve, retain and transform informa- 
tion.” At the time, this was a major departure from the accepted 
approach to psychological problems, behaviorism. For roughly 30 
years, most positions of prestige in American psychology had gone 
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to people who studied stimuli and responses, by-passing anything 
that smacked of the “mental.” 

Spurred on by work in computer simulation and information 
theory, a few psychologists were beginning to worry about the 
mind again. Sometimes they called it “tin black box.” Clearly, the 
black box had to sort out all the inputs and outputs ; but how did it 
do it? The behaviorists did not even attempt to answer this ques- 
tion, which they considered irrelevant. The members of the Har- 
vard Cognition Project did, as described in Dr. Bruner’s book, A 
Study of Thinking (1956). Specifically, they tried to deal with 
what Dr. Bruner called “one of the simplest and most ubiquitous 
phenomena of cognition: categorizing or conceptualizing. On 
closer inspection, it is not so simple. The spirit of the inquiry is 
descriptive. We have not sought ‘explanation’ in terms of learning 
theory, information theory, or personality theory. We have sought 
to describe and in a small measure to explain what happens when 
an intelligent human being seeks to sort the environment into 
significant classes of events so that he may end by treating 
discriminably different things as equivalents.” 

“There were some strategy theories I had picked up from John 
von Neumann,” recalls Dr. Bruner. “I wanted to show how, in 
problem-solving, as in perception, people use strategy for choosing 
the instances they want to think about. I was arguing that strat- 
egy and systematic search efforts are characteristic of all living 
systems — that there are structures and hypotheses in the mind, 
and that you’re constantly testing them against fragmentary evi- 
dence from the environment. You’re locked — at the most tragic — 
you’re locked into the structures that are species-specific to you, 
because that’s the way the human nervous system is. But over and 
beyond that', there is a way in which, through the exercise of 
initiative on your part, you can turn on your own information, 
reorder it, and generate hypotheses. The structures in men’s 
minds are productive, generative, just as grammar makes it possi- 
ble for men to emit any number of utterances.” 

The impact of Piaget 

The emphasis on strategy in Bruner's work on perception and 
thought caught the interest of the famous Swiss psychologist, Dr. 
Jean Piaget. “It was the last thing he expected from an American 
psychologist,” Dr. Bruner notes. “I guess I’m not a very typical 
American psychologist — at least my colleagues don’t think so. I 
think I’m right in the tradition that started with William James, 
of pragmatism, and that they're veyy much in the tradition of 
Ivan Pavlov ! You know — *we don’t have to look inside the orga- 
nism, there's no structure at all, all the order is outside, and all 
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you do is mirror it.’ Well, I take a drastically different view." Drs. 
Bruner and Piaget first met 16 years ago, when Dr. Piaget came 
to Boston to give a lecture. And Dr. Bruner was among the first 
Americans to appreciate the importance of Dr. Piaget’s work. 

Piaget s monumental studies of child development had been ig- 
nored in the U.S. for several decades, until the cognitive move- 
ment awakened to their value. In bold strokes, as well as painstak- 
ing detail, Piaget had described the growth of human intelligence, 
from the first day of life until adulthood. He had shown how 
children construct their own mental models of the world in succes- 
sive stages, following an invariant sequence, though they may go 
through the stages at different rates. When a child has experi- 
enced enough conflict between reality and his image of it, he 
changes this image to make it more accurate. Thus, at first a child 
cannot understand that when water is poured out of a full glass 
into a wider glass which it fills only half way, the amount of water 
is unchanged. Being “centered" on only one aspect of reality at a 
time, he sees that the glass is half empty and £,.ys there is “less" 
water than before. Through a series of experiments, Piaget ex- 
plored how children develop what he calls “conservation,” the 
understanding that a quantity of water or clay will remain the 
same, regardless of the shape it takes. As children realize that 
objects and peopie have properties that do not depend on their 
immediate appearance, they become able to deal with symbols. 
Intelligence consists of such leaps into abstraction— but it donends 
on a large repertoire of images with which one can ' alize 
certain sequences of cause and effect. 

«<*i? r ^ BrUner devotes considerable space to the contributions of 
the Geneva school" in his book, The Process of Education. Many 
of his own papers show a strong Piagetian influence, particularly 
those in which he discusses the stages in cognitive growth. But 
eventually he developed differences of opinion with Piaget about 
how children acquire the notions of conservation and — much more 
fundamentally about what produces intellectual growth. 

“Mostly we argue about prefixedness,” he says. “I found in- 
creasingly with Piaget that his notions of interior order were 
much more prefigured, prefixed than mine. I think this was the 
thing that caused something of an intellectual rift between us. I 
think that he misunderstands me more than I misunderstand him. 
He is too concerned with how the mind just processes things. I 
told him once, only half-jokingly, that his study of mollusks (con- 
ducted when he was only 16) was characteristic of him. His idea 
was that there was a mollusk, and no matter what that mollusk 
ate or what that mollusk did, it always turned out to hav,- the 
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same prefigured shell. Piaget s notion of intellectual development 
is a bit too much like his early conception of the way in which a 
mollusk grows. As one of his colleagues pointed out when he was 
here a few weeks ago : What does Piaget need a theory of educa- 
tion for? Either the child hasn’t reached the right stage, and 
there’s no point in trying to teach him anything; or he has already 

reached that stage, and why bother to teach, as he’ll learn any- 
way.” 

* n . *?*!' ® runer s view, evolution has given man a wide range of 
possibilities — far wider than Piaget would allow — because man is 
a culture user, and his growth depends largely on the kinds of 
tools he uses. “I don’t believe you can or should separate anthro- 
pology from psychology,” he declares. 

The Center for Cognitive Studies 

By 1960, a number of converging trends made the study of 
cognition seem particularly promising. Some central place was 
needed to stimulate interdisciplinary research on the subject. With 
grants from the Carnegie Corporation of New York and other 
foundations, Dr. Bruner then founded the Center for Cognitive 
Studies, together with Dr. George A. Miller, a psychologist who 
was known for his work on psycholinguistics— the study of how 
cognition and language interact. 

At first the Center focused on four areas: psycholinguistics, 
human memory , perception, and the cognitive growth of children. 
Among its many research fellows and visitors could be found 
psychologists, philosophers, physicians, linguists, anthropologists, 
sociologists and cyberneticists. Dr. Bruner was most involved in 
research on the cognitive growth of children, particularly those 
between the ages of 9 and 13. A Mobile Laboratory helped him 
and his associates to do experiments on the development of percep- 
tion, attention, and judgment in children under controlled condi- 
tions, right next to the children’s schools. 

In the meantime, he had become famous in another field— educa- 
tion. This helped to make it respectable for psychologists to be 
concerned with the subject. His involvement began when he served 
a ? „. air J man of a conference of scientists, scholars, and educators 
at oods Hole, Cape Cod, on better ways to teach science. His 
resulting report, The Process of Education (I960), was the clear- 
est work on curriculum reform at the time, and won him instant 
fame. It has since been translated into 22 languages and is still 
being studied by teachers all over the world, particularly the ring- 
ing statement — which has been quoted over and over again that 

any subject can be taught effectively in some intellectually honest 
form to any child at any stage of development.” 
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Although many of Dr. Bruner’s ideas have changed since then, 
he stands by this famous statement, declaring that there is “abso- 
lutely no evidence against it." Another dominant theme persists: 
physics (or math, language, or any other subject) is n* t some- 
thing that one “knows about," but something one “knows how to 
do." It is a way of thinking, rather than a series of facts. Thus, 
when Dr. Bruner devised a social studies curriculum for the fifth 
grade, “Man: A Course of Study," he gave 10-year-olds the raw 
materials with which to act like social scientists and three basic 
questions to start them off: What is human about human beings? 
How did they get that way? And how can they be made more so? 
The materials include films on the life cycle of the salmon, on 
free-ranging baboons, and on the Netsilik Eskimos, the purest 
surviving example of traditional Eskimo culture — the kind of au- 
thentic records previously available only to college or graduate 
students. The course has now been adopted by more than 1,500 
schools. “Intellectual activity is the same whether at the frontiers 
of knowledge or in a third-grade classroom," Dr. Bruner wrote in 
The Process of Education. He still believes it passionately. And he 
is still involved in the creation of new curricula — right now, a new 
course for adolescents on principles of child development. 

At the college level, he proposes a dual curriculum to take ad- 
vantage of young people’s drive to control their environment: On 
Mondays, Wednesdays and Fridays, student? would continue with 
the essential basic course, such as mathematics or language, in 
which one step must be taken before another; and on Tuesday?, 
and Thursdays, they would be let loose to govern their own learn- 
ing in ways as experimental as possible. This would include taking 
part in budget decisions, teacher evaluation, and related matters 
— but more than that, it would mean that they could find their 
own problems to study. Preferably, these should be problems for 
which no answers yet exist. 

Students are usually exposed to only two types of problems, Dr. 
Bruner points out: those which require analytical thought — e.g., 
dealing with abstract formulas — and those which requiz e them to 
do some kind of laboratory exercise. “Both are formulated by the 
instructor or the text or the manual, and both are important in 
any science, art, or practical sphere," he says. “Bat neither is 
much like problem-finding. This requires the location of incom- 
pleteness, anomaly, trouble, inequity, contradiction. . . .” 

The Growth Sciences 

In the mid-sixties, as his studies on children’s cognitive growth 
progressed, Dr. Bruner became increasingly dissatisfied with the 
age group he had been working with. “We were left with a sharp 
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sense of incompleteness concerning the origins of what we had 
studied,” he noted. He saw that by the age of 3, a repertory of 
skills is already well developed. Therefore, he began studying 
younger and younger children. 

By 1967, when Dr. George Miller left the Center, the transfor- 
mation was complete : nearly all the Center’s research dealt with 
the cognitive development of babies, including infants only a few 
w^eks or a few months old. Traditionally, this age period had been 
neglected because the child seemed so inaccessible between his 
fifth day of life, when h* left the maternity hospital, and his entry 
into nursery school at 3. Dr. Bruner urged his students to adopt 
the viewpoint of a naturalist exploring a new species, rather than 
try to test specific hypotheses derived from a general theory of 
infant development. “Assume tjhat you are studying the great- 
chested Jabberwocky,” he advised. 

In this way, he took a lead in the development of what he calls 
“the growth sciences,” a new composite discipline concentrating 
on the early years of life. “Just as medical research was organized 
around concepts of pathology, so today we would do well to organ- 
ize our efforts anew around the concept of growth,” he declared. 
“Those sciences that can help us understand and nurture human 
growth — biological, behavioral and social sciences alike — should 
find ways of joining forces as the growth sciences. Let them then 
make their knowledge relevant to those who are practitioners of 
the nurturing of growth : parents, teachers, counselors. It is biz- 
zare that no such organization has yet emerged, though it is 
plainly on its way.” 

Research Grant: MH 1324 

Dates of Interviews: September and October 1970 
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d .“ r 7° ' !l y ’ * he terrlble tol1 taken by childhood illness and ir 
dustrial accidents overshadowed the risk of children being injure 

J. ‘ r pa ^ enbs ' At one time children were believed to be in th 
grip of the devil because they had been conceived in sin and harsl 
punishment was thought necessary to save them Parents “owned’ 
children and almost any punishment was considered legitimate A- 
our concepts of child development have become more sop“ato 

? iearning and b«ra“d 

narsn punishment has become less and less accentahlp 

TodTwe howT* W t h ° '**** ^ is an object of censure' 

„ P* rents responsible for the well-being of children 

beclt a sIie^ e „r maIn 0 UriSl l ed and neglected child 

oecomes a subject of concern. Recognition that parents do abuse 

their children has grown, and hospitals and doctors a e increas 

■ugly aware of the problem. Studies have been done - b 

on'cLTdreT Snd ’ tS dimen3ions ’ and t0 record the effects'of abuse 

Children’s Hospital of Pittsburgh is located in a large low in 
come district of the inner city and, like many other city hospRals' 

brought SomeoTt)f enC VM ard Where many in J ured children are 
ought. Some of these children have multiple bone injuries. Early 
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m the 1960's the staff began to systematically study the possibility 
of abuse in these cases. A research team headed by Miss Elizabeth 
Elmer began, in 1962, a study of 60 families with children suffer- 
ing from bone injuries who had been admitted to the hospital over 
the previous 13 years. This was a follow-up study to determine 
what happened to these children after their initial admission to 
the hospital. A second study followed which focused on infant 
accidents, and compared infants and families where accidental 

injury had occurred with those where neglect or abuse was pres- 
ent. 

The problem of diagnosing abuse was attacked in the first 
study. Cases were selected for the follow-up study on the basis of 
their hospital admission record. Although abuse is a complicated 
subject involving both social and medical problems, the criterion 
of multiple bone injuries was selected for the purpose of a less 
controversial diagnosis. The family history was then examined 
and the families judged to be either abusive or nonabusive; those 

who could not be placed clearly in either group were considered 
unclassified. 

The first study showed clearly that these children are in serious 
jeopardy , that many die and many become severely retarded and/ 
or crippled and spend their lives in institutions. The first Study of 
Fifty Families resulted in an examination of what constitutes 
abuse. An examination of the “failure to thrive” child was begun 
and the role of accidental injuries noted. The second study focused 
on small babies not yet capable of getting into trouble on their 
own, thus illuminating the role of the parents in such accidents. 

Both studies resulted in an examination of the theories and 
accepted ideas surrounding this issue. For instance, the working 
mother, commonly felt to contribute to child abuse, did not appear 
to be important. Neither were these children typically abused by 
extramarital partners or non-related figures; there was no 
“wicked stepmother” syndrome. While many parents were found 
to have serious emotional problems, few were mistreating the chil- 
dren for bizarre or extremely sadistic reasons. These children 
were rarely abused “coldly.” Few of the parents were “bad” par- 
ents and total failures ; most stayed with their families and even- 
tually exhibited some success with their children. Neither did the 
parents typically injure all of their children. Abuse has been 
found to be a phenomenon related to the child-bearing period of 

the mother, and often the mother has been uninformed about con- 
traception. 
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THE FIFTY FAMILY STUDY 

A radiologist and a pediatrician selected 50 former patients for 
the study. Basic criteria included : 

(1) Injured bones, revealed by x-ray film, indicating the 
occurrence of more than one traumatic episode, in conjunction 
with— 

(2) Absence of clinical bone disease that might account for 
the condition. 

(3) A history of assault or gross neglect, or the absence of a 
history showing convincingly that the injuries were accidental or 
attributable to an unusually traumatic delivery. A small group of 
children do suffer undiagnosed fractures at birth. 

The final group was equally divided between male and female 
subjects, of whom 36 were white and 14 Negro. This racial distri- 
bution approximated that of the hospital’s clientele. A number of 
the children had come to the hospital for other complaints, and 
bone injuries had been discovered in the course of r> . tine exami- 
nations. 

The majority of subjects had been young bs' ». at the time of 
their admission. Seventeen were under 3 mouthy of age when 
multiple injuries were found. Nine were between 3 and 9 months 
of age. This is in contrast to the curve for childhood accidents 
where the incidence rate for accidents is minimal below the age of 
9 months. It then begins a sharp climb, reaching a peak between 2 
and 3 years when it begins to level off. 

Fewer than 50 families were actually interviewed — due to 
deaths, institutional placements, and refusals. Only families who 
still had their children were interviewed. Six families refused to 
cooperate. Thirty-one of the children in the original group, plus 
two siblings found to have bone injuries, added up to a total of 33 
children studied and 31 mothers interviewed. Seven were foster 
mothers and one an adoptive mother. Essentially the families were 
told that the object of the study was to examine the hospital's 
treatment of patients, and an attempt was made to avoid focusing 
on the suspected episodes of abuse in order to minimize suspicion 
and distortion. It is of interest that the noncooperative parents 
were in general better educated than the rest of the group. They 
may have been more suspicious of the hospital’s motives or more 
guilty about their own behavior. 

Information was accumulated from hospital records, current 
examinations, home visits, and interviews with the mothers. It 
was initially anticipated that the fathers would not be available 
for interviews. Fathers were not interviewed formally, and it was 



felt that potentially information from the fathers would have been 
of value. 

Each of the children was given a current examination which 
included a complete pediatric evaluation, psychological testing, a 
psychiatric interview, a hearing test, and an x-ray survey of skull, 
long bones, chest, pelvis, and spine — with special attention to the 
sites of old bone injuries. 

On the basis of all this information, the children were divided 
into three groups. Twenty-two were considered abused, four nona- 
bused, and seven unclassified. Nonabused children were those 
whose early bone injuries had a plausible explanation other than 
assault by an adult. If agreement could not be reached as to the 
t'ause of the injury, the child was considered unclassified. For 
example, one such child had a record of birth injuries and a 
hospital admission at 3 months with fresh fractures, but no 
account could be obtained of abuse or accident. Unclassified fami- 
lies, then, while not labeled abusive cannot be considered nonabu- 
sive either. 

Almost all of the families struggled to live on low incomes. Most 
had less than a high school education and correspondingly few job 
opportunities. In most cases the families had three or four chil- 
dren. About a quarter of the families in this study were on wel- 
fare ; however, none of the nonabusive families were. The families 
lived in substandard, but not the worst, housing. Most lived in 
private dwellings or apartments, but none in trailers or rooming 
houses. Many of the families kept their homes in fairly good 
condition and the mothers tended to be good housekeepers. Physi- 
cal squalor was not characteristic of this group. 

The study families, particularly the abusive ones, suffered from 
marital stress. Many couples had been separated and reconciled 
many times without coming to any real resolution of their prob- 
lems or differences. The abusive families tended to have more 
quarreling and drinking than the others. Several abusive mothers 
expressed fear of their husbands, and the investigators thought 
that in general their fear was well justified. One father, for in- 
stance, had a prison record for murder ; another was observed to 
blow cigarette ashes in his baby’s eyes and then to knock the 
child's head against a post. It is possible that mothers with poor 
self-control tend to be attracted to men with similar problems, or 
that the mothers want the fathers to appear in a bad light so as to 
appear sympathetic by comparison. 

For disciplinary measures most of these families relied on phys- 
ical means of control. Whipping and spanking were the most com- 
monly used methods of discipline; scolding, withdrawal of privi- 



leges, shaming, and shaking were also common. Reasoning with a 
child or avoidance of the conflict were methods almost never used. 
These parents tended to see even small infants as needing disci - 
pline and as consciously and deliberately misbehaving. It was rare 
for anyone other than the mother, or the mother and the father 
together, to discipline a child — and very unusual for the father to 
deal with the children by himself. 

The nonabusive families tended to use a few types of punish- 
ments consistently, while some of the abusive families used a 
broad range of disciplinary measures that they were searching for 
some effective way to manage their children. 

Mothers who abused their children felt very negatively toward 
the child who had been injured. It is not known if they felt this 
way about all their children or only the one who was abused. In 
one exceptional case, the mother expressed sympathy for the child 
who had been abused by her husband. 

The abusive mothers appeared to have more emotional problems 
of greater severity than the nonabusive ones. Depression was 
common with about half of the abusive mothers troubled by diffi- 
culties in eating or sleeping and having a ttndency toward crying 

spells. The nonabusive mothers, in general, had fewer and milder 
symptoms. 

Several of the ..busive mothers admitted to uncontrollable 
actions in the past — including physical aggression against other 
women; sexual promiscuity; and secret, compulsive spending. 
These mothers, who themselves had serious problems of control 
admitted being afraid of their husbands as well. By their own 

reports, more of the abusive mothers than the nonabusive were 
easly irritated. 



The abusive mothers were lonely people, often with no place to 
escape from the pressures of home and children. In many cases 
they had poor relationships with their own parents. There were no 
friends or relatives to help. It was noted that the mothers actively 
discouraged friendships, and did not join even relatively imper- 
sonal groups such as the PTA. 



Child abuse is a family affair, however, and regardless of the 
identity of the abuser, the rest of the family participates. The 
other parent is involved by virtue of lack of interference or tacit 
approval. In many cases siblings may have injured the child but 
again the responsibility must rest with the parents. The family 
dynamics are important in these situations. y 

iJ^ 110 ™" C r* story illustrates the type of family prob- 
lems that surround child abuse : 
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A 19-year old mother brought a three-month-old baby, her third, 
into the hospital. The baby was wearing a cast, and his weight 
including that of the cast was 10 pounds. He had had a birth 
weight of 5 pounds, 3 ounces. His x-ray showed that he had an old 
fracture of the skull, an injury to his shoulder, fracture of the left 
arm, multiple injuries to knees, ankles, and long bones of both 

legs. In addition, he had a bulging fontanel suggesting subdural 
hematoma. 



The mother expressed her horror that every time she picked up 
the oaby he appeared to have something else wrong with him. The 
child had been in another hospital at six weeks of age when he had 
oeen injured falling off a bed onto a concrete floor. When the 
emergency room doctor saw the baby, he wanted the police called 
as he thought it obvious that the child had been beaten. The baby 
needed two subdural taps at that time. 

The mother's explanation was that she had put the baby in the 
middle of a double bed while she went to another room to wash his 
crib. A 14-month-old sibling was in the room with the baby. She 
heard a thump and thought toys had been dropped, and then ran 

J nd the , baby on the floor * She assumed that he had “scooted 
off the bed. The father was critical of the mother for not watch- 
ing the baby. 



„ ? otl Jf r had ^ een a favorite chi l d and had attended churcl 
aithfdly. Her family had had ambitions for her to get a good 
e ucation. At sixteen, however, she became pregnant and wag 
disowned by her parents. The minister of her church was also very 
critical of her The baby was born after a six-month gestation 
period and died after three days. During this crisis the mother 
was alone as none of her family came to see her. She married the 
lather, and became pregnant again and had a little boy. When he 
was three months old, she became pregnant again and delivered 
the baby who was the patient. This added up to three births 
within 22 months. Two children had been premature. In addition 

her parents separated and blamed their troubles upon her “dis^ 
grace.” 



The Children 

Most of the children were quite young at the time of their first 
admission to the hospital. This study has shown that many chil- 

d !f ° r suffer ? rave and irreversible damage, but also that 
some children survive this early abuse, and reach a phase where 
their parents can successfully care for them and they can attain a 
reasonably good physical condition. 

Eight of the 50 children had died by the time of this study. Most 
had been under five months of age at the time of death; two had 
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been slain by their mothers. Five children were in State institu- 
tions for the retarded. Many, who were in basically good health, 
had scars or deformities, but considering that they had been at the 
point of death and had suffered very serious injuries they were 
quite well recovered. One child was suffering from malnutrition, 
and several uad organic brain defects. A large number of children 
were observed to show signs of upper motor neurone disease, as 
manifested by hyperactive tendon reflexes as well as abnormal 
plantar reflexes. A few children had signs of cranial nerve in- 
volvement manifested by strabismus and nystagmus. These signs 
appeared to be related to injury in all of the children born at full 
term, except in the case of one who was jaundiced at birth and 
had had convulsions prior to the injury. 

In the premature children with signs of neurological damage, 
the effect of prematurity itself cannot be discounted. Only two of 
the prematures were known to have had head trauma and sympto- 
matic convulsions. In one child, prematurity was the only known 
condition that could account for central nervous system damage. 
The abused children had twice the incidence of neurological signs 
as was true of the rest of the group. 

The investigators found that two of the children had been in- 
jured in substitute homes. In one case the substitute home was 
arranged through an informal agreement between the natural and 
the foster parents, and in the other an adoption agency chose the 
home for an infant who was born out of wedlock. The latter child 
was subsequently moved to another foster home. In all, 11 children 
in the study were moved to substitute homes for their own protec- 
tion, following the abusive incidents. 

Birth 

Histories were obtained from the mother, and other available 
sources such as hospital records. It was found that about a third 
of the children weighed less than 5.5 pounds at birth , indicating 
prematurity. As the national figure for prematurity is 8 percent, 
the percentage in this study is extraordinarily high. It is known 
that birth weight varies by race and by socioeconomic status. The 
national rates are 7 percent prematurity for whites and 12 percent 
for nonwhites. In this study, however, the higher percentages of 
low birth weight occurred among the white families: 8 of the 24 
white and only 2 of the 8 Negro children had birth weights of less 
than 5.5 pounds. Although the significance of the large number of 
premature babies is not known, one possible explanation is that 
premature infants, because of their incomplete development at 
birth, are more vulnerable to bone injuries than full-term infants. 

A pediatric radiologist, Dr. John Caffey, is of the opinion that 
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there is more vulnerability in the first few weeks. The bones of a 
premature baby may be injured even with normal handling, for 
instance, during diapering. However, when chronological age plus 
the number of weeks of prematurity equals nine months, Dr. 
Caffey observes that vulnerability to bone injury becomes that of 
any full-term newborn. 

The median age of the premature children in this study was 11 
months at the time of hospital admission. This would indicate that 
their injuries were not due to immature bone development, but to 
other factors. Of the 21 abused children whose birth weight was 
known, seven were premature; none of the nonabused children 
were premature. It is known that premature babies are more 
difficult to care for than full-term ones ; they may be more irrita- 
ble and cry more due to their immature nervous systems. The 
mothers may be more apprehensive about picking them up because 
they are so tiny. In addition, the emergency situation that so often 
surrounds premature birth may be a serious strain on an already 
easily upset mother. Preparations for births are often incomplete 
when a premature baby arrives, and for a family with only mar- 
ginal resources the strain can be severe. 

Negroes, who often had extended families or else lived in over- 
crowded housing where other women were available, seemed to 
cope with the strains of prematurity better, with relatively fewer 
combinations of prematurity and abuse. 

There is another issue, too, that must be considered ; the more 
subtle problem of the mother’s condition during pregnancy. A 
woman who is unhappy about herself, her marriage, her preg- 
nancy, or her other children may take inadequate care of herself 
or be too overwhelmed to obtain help. In many cases these mothers 
may not even seek prenatal care. 

Other questions arise : For instance, what causes one family to 
zealously protect, or even overprotect, a premature infant, and 
another family to abuse such an infant. Why, if a couple with 
abusive tendencies has other children, is the premature child se- 
lected for abuse? 

Conditions at Time of Original Admission 

At the time of admission to the hospital there was no difference 
between the chief complaints of the abused children and the oth- 
ers. The majority were brought to the hospital because of limita- 
tion of motion or pain in an extremity. The next most common 
complaint was convulsions, then “failure to thrive,” and gastric 
symptoms. Convulsions and subdural hematomas, physical condi- 
tions that are often associated with brain damage, were diagnosed 
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in eight children upon admission. Surgical procedures connected 
with subdural hematomas were necessary in seven cases. Two 
other children required orthopedic surgery due to bone injuries. 
One-third of the group had previous hospital admissions. 

Records of growth show that poor growth and abuse are not 
always associated. However, many of the children showed an im- 
provement in appetite and growth while they were in the hospital. 

Condition at Time of Study 

Retardation 

Forty-five percent of the entire study group had IQs under 80. 
Twelve of the 22 abused children and none of the nonabused chil- 
dren fell in this low IQ group. This is more striking when one 
realizes that this group does not include five of the original chil- 
dren who were placed in State institutions for the retarded. Only 
children still at home were included in the study. The investiga- 
tors stress that they have no way of knowing what was cause and 
what was effect in this relationship between abuse and retarda- 
tion. Neurological impairment is important in retardation, and 
many of these children showed such signs. In addition, many had 
histories of poor early growth, a condition thought to be asso- 
ciated with later mental retardation. 

Speech problems, which are often associated with both emo- 
tional difficulties and mental retardation, were found in this study 
to be more closely related to mental retardation than to emotional 
problems. 

Emotional Characteristics 

The abused children had marked difficulty in impulse control as 
compared with others in the study. Many of- the children, regard- 
less of their classification, had poor self-concepts. Even the nona- 
bused children had suffered serious injuries, pain, and traumatic 
experiences at an early age. Most had scars or physical deformi- 
ties. It is not difficult to understand that they might view them- 
selves poorly or feel inferior, especially if the parents had not been 
able to help them in a sensitive way. 

Eight of the abused children had difficulty in controlling anger, 
and either had outbursts of rage or serious inhibition of negative 
feelings, manifested by very apathetic responses. 

General Functioning 

The abused children who remained in the same environments 
had a substantially greater number of problems than the nona- 
bused children. Eight of these were retarded. The unclassified 
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children had more general problems than the abused children who 
had been moved to foster homes. Seven children, whose physical 
development had been poor at the time of hospital admission and 
who had been moved from the home, had achieved an average level 
by the time of the study. To emphasize the importance of the home 
environment, two children who remained in the same poor homes 
showed average development on admission but below average de- 
velopment at the time of the study. 

Families at the Time of Abuse 

The abusive families by and large lived in far more difficult 
circumstances than did the nonabusive families. However, all 
these families had often lived under stress, and for some reason 
abuse was not a constant process. Rather, it breaks out and then 
abates. In many cases, the sex or ordinal position of the abused 
child had a special significance for the abusive parent. One child 
was a second girl, as her mother had been, and both were family 
scapegoats. In another family, the two girls were severely abused 
by the mother, but never the boys. 

The birth of a sibling less than one year before or nine months 
after the incident of abuse was found to be important. Nine of the 
abusive mothers were pregnant at the time of the abused child’s 
hospital admission, one abusive mother had miscarried just before 
the child was admitted, and two others had borne an infant other 
than the patient during the year prior to admission. In only one of 
the other 11 families, unclassified and nonabusive taken together, 
was there an interval of less than one year between the injured 
child's admission and the birth of a sibling. 

The investigators found that the connection between abuse and 
the burdens of pregnancy and child-rearing is clear and impor- 
tant. They cite the theories of Bibring, who identified pregnancy 
as a biologically determined maturational crisis that is not always 
resolved with the birth of the baby, but usually continues for some 
time, even in the most auspicious circumstances. The investigators 
point out that these families abuse their children primarily during 
the child-bearing phase of marriage. Later they appear to cope in 
a better fashion. It was found that those families who had success- 
fully begun to use contraception were able to recover from their 
previous strain and to stop venting their feelings of frustration 
and rage upon their children. 

Several of the mothers who were abusive were quite disturbed, 
and some were under psychiatric care. In three cases the fathers 
were clearly very disturbed or antisocial. 
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Substitute Care 

A change in environment often saves the life of a child who has 
been assaulted. Still, some children were abused while in foster 
care. It was found that foster parents who voluntarily took chil- 
dren who were injured, neurotic, or retarded often had an unheal- 
thy need to have children who were excessively dependent upon 
them. Furthermore, while much good can be accomplished, even 
the best foster or adoptive parents cannot undo irrevocable dam- 
age already done to the child. 

S on J®. foster children > due t0 their previous abuse, have severe 
difficulties even after the original crisis is resolved. These are 
troubled children and symptoms can appear long after the original 
trauma. In addition, the protective care so helpful in the begin- 
nmg can cause rebellion later if the foster parents are unable to 
modify their methods in accordance with the changing develop- 
mental needs of the growing child. However, most of the children 
m placement showed marked improvement in their physical 



irir/MN i MUUIUtlNl STUDY 

The majority of the abused children in the Fifty Families Stud’ 
had been brought to the hospital as accident victims even thougi 
their injuries were caused by assault. A few innocent parents o 
children suffering authentic accidents had unfortunately been sue 
pected and sometimes accused of abuse. The masquerading o: 
abuse as an accident and the reverse was possible because neithei 

phenomenon was clearly understood. The investigators decided t< 

study infant accidents, including abuse, to try to pinpoint th« 
characteristics distinguishing one from the other. 

Subjects were infants under 13 months of age who had been 
brought to Children's Hospital for x-ray following an impact acci- 

° r fT lve inc * den t* Since the younger the baby the more 
important the role of the caretaker, it was felt that this study 
would yield information about parental maltreatment and neglect, 
^f a n °f b ft com P. llca ^ ed h y the considerations of the normal acci- 
fe^n yf 6 actlve toddl f - One hundred and one children were 
seen, both inpatients and outpatients. Various issues were ex- 

Ld!!fi° r J?f anCe ’ t 3 he difference between families of abused or 

rnT rv Tv, i r n and t ?° Se suffering accidents, with or without 
injury. The differences between retarded children who had been 

abused and retarded children who had not were also studied, with 
special attention to the mothering received by each group. 

Abuse was suspected if the families' explanation of the injuries 
were not adequate, or if abuse was reported, or if more than one 
injury was present. Initial assessments were made of family 
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stress. Pregnancy and very small children were considered stress- 
ful. The family was considered to be under strain, too, if either 
parent had a close relationship with another adult who was unre- 
lated to the child. This issue was considered and observed because 
of a number of mass media reports of abuse involving step-par- 
ents or paramours. As in the first study, this did not turn out to be 
an important issue. 

The family was also considered under stress if the baby had 
developmental problems such as a significant deviation in growth, 
language, motor or social development, or such troubles as feeding 
difficulties or excessive crying. 

All of these issues are important as parental reports are heavily 
influenced by anxiety, guilt, and concern when a child is brought 
to a hospital. An accurate report of the precipitating incident is 
hard to obtain. It is necessary to look at the entire family struc- 
ture to find the clues that differentiate the abusive family. When 
abuse is suspected, deficiencies and deviance will usually be found 
in other aspects of family life. This study focused upon family 
structure, interpersonal relationships, and child care practices, in 
order to illuminate these differentiating issues. Because the chil- 
dren were so young, the mother was considered the principal care- 
taker and her interaction with the baby was carefully examined. 
In order to assess the mother-baby relationship, the pair were 
observed — and also the mother was interviewed and asked to fill 
out questionnaires. The observations were felt to be of particular 
importance, as the mother’s habitual behavior with the child is 
likely to be beyond her awareness and ability to report. The obser- 
vations provided data to supplement and correct the information 
gained through the other methods. 

Many issues involved with mothering were examined in addition 
to the traditional ones of providing food, shelter, and medical 
attention. The stimulation given the baby, the verbal responsive- 
ness, the quality of play, and the ability of the mother to assess 
the changing needs of the child were all considered. As in the 
previous study, a high number of retarded children in this group 
was noted and some important observations about their mothers 
were made. 

Attempts to have an equal number of boys and girls, white and 
non white, were unsuccessful as the potential subjects did not fall 
this way. Most of the children presented for x-ray were white 
females. Black female babies rarely appeared and, in addition, it 
was more difficult to enlist the cooperation of the nonwhite fami- 
lies in the research. All social classes were represented, but the 
majority of the families were in the lower classes. 
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Although a few families had refused to participate in the first 
study, the refusal rate was even higher in the second. It was 
suspected that the increased public awareness of child abuse and 
the outcry and pressure that had been building up made some 
parents less cooperative. Also, even parents of accidentally injured 
babies experience great guilt leading to unwillingness to discuss 
the event. In the Infant Accident Study, it was found very difficult 
to keep the allegedly abusive parents as subjects. They rarely 
refused outright to come to an appointment or to allow a home 
visit, but they failed to appear or were away from home at the 
specified time. 

Neglect played an important role, and several families who 
could not be considered abusive were still considered deficient in 
their care of their children based on observations made during the 
study. Some parents, for instance, left their children without com- 
petent babysitters when they were absent for prolonged periods of 
time, or failed to obtain needed medical care despite repeated and 
careful instructions as to the needs of the child. 

The final study group consisted of 100 cases, 78 of which were 
followed through all phases of the study and 22 in which families 
participated in the initial and final procedures, with only a mailed 
questionnaire in the interim. One of the mothers had two children 
in the study, making the total number of children included 101. 

. The methods included initial screening of x-rays, several home 
interviews with the mothers, and observations of the mothers in 
examination, feeding, and teaching situations. A questionnaire 
was mailed, and several pediatric and developmental evaluations 
were made. In several situations the mother was put under mild 
stress. In one instance, where she was asked to teach her baby to 
stackaseries of blocks, the task was generally too advanced for 
the child so as to determine her reaction when frustrated by the 
baby. In another, she was asked to fill out a questionnaire when 
accompanied by the baby, to learn about her attitude when she 
was intent on another task. Four of the research persons saw each 

baby and family, and they were seen in as many situations as was 
practical. 

The babies were evaluated twice in the first two years of life a 
time of extremely rapid growth and development. This allowed for 
observations of the effect of the environment in a way not possible 
at later stages of life. Effects of poor parental care are obvious 
very soon during these early stages. 

Of the 101 babies, brought to the hospital, only 10 were entirely 
without signs or symptoms. These 10 had been brought to the 
hospita 1 for examination and reassurance, that despite a poten- 
tially injurious event, no injury had occurred. The other 91 babies 
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displayed a range of conditions from mild bruising to symptoms 
related to the central nervous system, such as momentary uncons- 
ciousness with or without vomitting, seizures, paralysis, and coma. 
The proportion of abused children without symptoms was roughly 
equal to the proportion of nonabused. 

In addition to x-ray examinations of the site of the presumed 
injury, 21 x-ray surveys of the entire skeleton were performed. 
Ten of these were part of a diagnostic work-up for failure to 
thrive, the rest because multiple injuries were suspected. Eighty- 
two children had no evidence of fracture, 12 had a single recent 
fracture, and 7 had multiple fractures. The proportion of children 
with multiple fractures was much greater among the abused than 
the nonabused children. It was thought that if skeletal surveys had 
been universally performed, they might have disclosed other un- 
suspected, clinically unimportant fractures, which would have 
helped to evaluate the quality of child care. However, it is difficult 
to justify x-ray examinations without symptoms of injury. 

Twenty-four children were judged to be abused, or to be both 
abused and neglected. Ten children were thought to be neglected 
only. There were 67 nonabused, non-neglected children. All initial 
judgments concerning abuse and nonabuse were reevaluated at the 
end of the one-year study. 

The research was focused on the effect of abuse on the growing 
infant. The main areas of investigation included mental and motor 
development, behavioral characteristics, health status, and physi- 
cal growth. The baby was seen as being affected by at least two 
kinds of factors — those that are relatively unchangeable, such as 
conditions at birth, and those that are influenced by the caretaker. 
It was hypothesized that the abusive group, in comparison to the 
nonabuse group, would show more stress, less support, and greater 
authoritarianism. 

As required by State law, when abuse was found, reports were 
made to the Child Welfare Services and the parents were in- 
formed. Reports were made on eight children. A few other fami- 
lies were already known to the Child Welfare Services when they 
came into the study. In several cases, the mothers had named their 
husbands as the abuser and had separated from them. Two moth- 
ers overtly rejected the children whom they had mistreated, and 
the study personnel helped them arrange for placement away from 
home. The protective agency removed eight children from their 
own homes. 

Because it is often observed that sick children are irritable and 
difficult to care for, it was noted whether or not the child had an 
acute illness at the time of admission. Eighteen of the babies were 
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S* w ^ h , ga ^ r °^ ntestmal and u PP er respiratory complaints when 
b ought to the hospital. A few had anemia, and suffered other 
probiems such as eye infections. By and iarge the babies were not 
suffering from infections, and the traumatic event was not related 
to the extra demands and needs of a sick child. 

Twenty-four of the babies were admitted to the hospital, eleven 
of these for protection while further investigation of the family 
condition was carried out. Thirteen needed hospital medical-surgi- 
cal care, some for incidental medical problems and some for inju- 
ries resulting from the accident or abuse. J 

The failure to thrive” babies were studied from several stand- 
points. For some, metabolic and endocrine studies were done with 
mconcluswe resuits. This condition, defined as occurring when a 

and d *Pv S I" 1 ? "£ hei ? ht bel0w the third P^centile for his age 
nd sex, is not well understood. Rarely are these children seen 

ink U fnll f ma; cbaracteristi cally, the mother who brings them 
in is full of concern because a child has not reached the exDected 

i 6 ^ e ° pmental landmar ks. Often she is anxious because her child 
isjiot growing and will assert strongly that she feeds her baby 

tvJf!” 16 in this study did substantiate that some of 

growinff°that tli ed tb f ir , b , abies adequately. Medical opinion is 
g owing that this entity belongs with others where psychological 

phenomena and physical development interact pathologically as in 

anorexia nervosa or infantile marasmus. Studies at JoLs Hopktes 

arej^and tha ^ the P roblem lay in the hypothalmic 

SSSSt r t V fJ Slble Wlthout any ^ chemical 

t eatment when the child was placed in a hospital, a relativelv 

an£T& “ T P °f ulated that motional disturb- ' 

ance in these children may have had an adverse effect upon the 

systo In the tr T C hormone via the central nervous 

J^tem. In the Infant Accident Study, “failure to thrive” babies 

whose environment was changed tended to achieve normal growth 
but rarely normal development. growth, 

Initial P ediatnc Evaluation 

u,eeIT “s'? 1 r alUa ‘ i , 0n ’ 64—or ali s ht 'y over half the children— 
were found to have either no medical problems or only the insig- 

lflcwit ones expected during the first year of life Two-thirds of 

t* t^t£7e b° b 6Ver h r 8eri0US he8lth 

iewer than half the babies had a number of actual and/or Doten 
problems including prematurity, moderate or highperi- 

UlZ,Th^ ‘'"““I 4 mediCal problems - a "d historic of 
illness. Children in the abused group had a dispropor- 
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tionately greater number of health problems per child than the 
nonabused children. 

The abused group was also distinguished initially from the non- 
abused by their poor physical growth. In part their retarded 
growth was probably due to prematurity (9 or 37 percent were 
premature by birth weight, gestation, or both), but even giving 
credit for weeks of prematurity did not bring them to normal 
level. 

An estimate of how well the child was cared for in general was 
judged by the manner in which baby appointments and immuniza- 
tions were attended to by the caretaker. Nineteen had not been 
seen regularly, if at all. Twenty-eight of the mothers had not kept 
their babies’ immunization schedule up-to-date, and some babies 
had not received any immunizations at all. Most of the faulty child 
care was concentrated in the abused group. However, upon ques- 
tioning it was found that 92 percent of all the mothers were able 
to recognize symptoms of poor health in their children and to find 
suitable medical services for them when they became ill. 

Thirteen babies were considered poorly dressed, dirty, or ill- 
kempt when they were brought for their pediatric visit. The num- 
ber of abused children in this category was much greater than the 
number of nonabused. 

Accidents Versus Abuse — Initial Findings 

Eighty-eight caretakers gave an accident history. Twelve 
abused children were among those with credible accident histories , 
an overlap that illustrates the complexity of diagnosis in these 
cases. Thirteen other children either had totally unexplained inju- 
ries or they were x-rayed because of suspected abuse, but no inju- 
ries were found ; none of these had an accident history. 

The assumption was made that adequate protection by the care- 
takers could completely abolish true accidents. The investigators 
realized, however, that this is unlikely and even undesirable, as a 
child reared in such a protective environment might have many 
other problems. 

Three-fifths of the accidents were termed “active” because the 
baby's motor activity was an important contributing factor. 
Active accidents were subdivided into three categories: “open 
field” in which the babies propelled themselves into danger — for 
example, falling down the stairs when a gate had been left open ; 
falls from appropriate furniture, such as couches or dressing ta- 
bles ; and falls from inappropriate furniture, such as the tops of 
washing machines — caused for instance, when a baby in an infant 
seat wiggles and the seat slides off the slippery top of the washing 
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machine. It was thought that most of the active accidents might 
have been prevented by the use of built-in safety devices, such as 
belts to confine babies on dressing tables. 

Passive accidents were those in which the baby’s contribution 
was minor and the responsibility of the caretaker greater. Subdi- 
visions of passive accidents included babies dropped by their care- 
takers, those suffering “Act of God" events, such as being hit by a 
stray baseball, and those who were admittedly assaulted by an- 
other person. 

The accidents were described, then the abused group was com- 
pared to the nonabused, non-neglected children who had suffered 
accidents. Points of comparison, in addition to general health and 
injuries already mentioned, were behavioral characteristics, age, 
and ordinal position. The families were compared as to social 
class, stress at the time of the incident, and health of the mothers. 

The only infants who differed behaviorally were the babies who 
had active, open-field accidents. They were predominantly negative 
in mood, not distractible, and moderately or highly active. This 
combination of traits can be seen to result in babies who are 
difficult to protect from harm. By contrast, the other subjects, 
including the abused children, were positive in mood, easily dis- 
tracted, and moderately active. The babies represented in the 
“open field” accidents were also the oldest (median age, 42 weeks) 
and, therefore, their motor development was more advanced. 

Most of the babies in the accident group , active or passive , were 
only children in their families, while on the average the abused 
child was the second child. This suggests that parents of a first 
child are not as aware of potential hazards as they might be, and 
also indicates that in abuse cases — in addition to evaluation of the 
stress of having several small children — the possibility should be 
considered that one small child might injure another. 

Ninety-two percent of the abusive parents were identified with 
Class V (low) according to the Hollingshead Two-Factor Index. 
Forty-eight percent of the nonabusive, nonneglectful families 
studied fell in this class. 

Regardless of the type of injurious event, the mothers typically 
had special stress added to chronic factors of strain. The abusive 
mothers mentioned baby irritability generally and the other more 
often mentioned disrupted schedules, fatigue, etc. Over 50 percent 
of the mothers of abused children had significant health problems, 
for example, mental retardation, emotional difficulties, seizures, 
and heart disease. Such major health conditions were found in 
only 20 percent of the nonabusive mothers. 

In attempting to determine the quality of the mother-child rela- 
tionship, the investigators studied the caretaking process. This 
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process makes manifest much about the mother’s interaction with 
the child and gives some measure of her general ability to func- 
tion. The ability of the mother to monitor the environment for her 
helpless baby changes in relationship to many things. The mother, 
of course, operates within her own milieu and class structure, and 
this partially defines good mothering for her. The events that 
occur, the health and stability of the mother, the abilities she is 
potentially able to bring to bear to help her child, and her ability 
to perceive accurately his needs all affect her care of the child. Her 
degree of affection as well as her convictions about child rearing 
also enter in. Undoubtedly, too, the resources of the mother to 
provide support, affection, and aid for her are crucial. 

Stress is seen as a major issue in child abuse, the caretaker 
being under insupportable stress in most such situations. In the 
case of the accidents, it has been noted that most of the mothers 
were reacting to stress in varying degrees — the abusive mothers, 
however, were under greater stress, had less support, and fewer 
personal resources. The interrelationship of stress, support, and 
the ability to cope can be seen as a continuum. 

It must be remembered that the early years of child rearing are 
heavily demanding. Little money is available, and many young 
people are unprepared to become parents. Shifts occur in families 
even when children are desired and planned for, and greater 
strain is felt with unwanted babies. The investigators view most 
young families as being at a point of lowest tolerance for stress at 
a time when they are subjected to the highest stress during the 
years when children are being born. However, it must be realized 
that what constitutes stress for one individual can be handled by 
another. Unfortunately, some types of chronic stress are brought 
on by poverty, which rarely permits growth or learning and 
usually undermines a family’s ability to function. The investiga- 
tors were most interested in everyday stress, as opposed to ex- 
traordinary or emergency stress, because they felt that chronic 
stress was of key importance in child abuse. 

The demographic data about the abusive families was a docu- 
mentation of the degree of chronic stress. Almost half the abused 
children were black, and most of the combined abuse and neglect 
occurred among the black families. Because of the larger numbers 
of children with comparatively few fathers in these homes, the 
families fall into a group known to be especially vulnerable to 
many kinds of stress. According to socioeconomic status, all the 
families in the combined abuse and neglect group are classified in 
the two lowest classes of the Hollingshead scale of social position. 

There were ten families that were considered neglectful but not 
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abusive, and it was found that m some ways they resembled both 
the abusive and nonabusive families. 

The nine families demonstrating abuse but not neglect were 
predominantly lower class, with two members of the middle and 
upper classes ; the ten families showing neglect alone included four 
classes from Class I, the highest of Hollingshead’s classifications. 
One of these families was classified as neglectful because they 
habitually left the baby in the company of an active 30-month old 
sibling without adult supervision. Another family was called ne- 
glectful because their child was encouraged to perform physical 
feats distinctly beyond his limited ability, such as hanging from 
the pantry shelf by his fingers. 

An assessment was made of the medical condition of the child 
and the mother's reaction to it. It was found that of the ten 
“neglect only” mothers, eight showed only slight reactions to med- 
ical problems. The mothers of the abused children reported feeling 
great stress due to their babies' medical conditions. The focus of 
these mothers on their babies' health was seen by the investigators 
as being realistic in view of the extremely poor health of these 
children. 

There was one group of 24 women, primarily made up of black 
mothers, who were unusually bland or under-reacting to medical 
problems in both themselves and their children. One such mother 
had noted an abnormality in her baby's eye for more than a week, 
but hadn't sought medical advice about it. The investigators had 
several ideas, but no definite answers to explain this attitude. A 
middle-class mother, they believe, tends to emphasize her atten- 
tiveness to her child whether or not it is warranted. This is not 
always the case with the lower socioeconomic class mother. The 
investigators also note that many of the “upper reactors” were 
poorly educated and suggest that perhaps they did not really un- 
derstand the potential hazard of some of the conditions. However, 
seven of the “under reactors” belonged to middle- and upper-class 
groups and were well-educated. An analysis of the “under reac- 
tors” by social class showed no significant class association. It is 
also suggested that the apparent apathy may be a defense against 
implied criticism and intrusion by the outsider or a way of coping 
with what would otherwise be overwhelming anxiety. It may also 
indicate a true indifference or a general state of apathy which 
includes, but is not limited to, the child. 

The type of stimulus perceived as stressful and the reaction to it 
are highly individualized matters. To avoid imposing any precon- 
ceived hierarchy of stress, the investigators inquired what had 
happened to the mothers or their families since conception for the 
index child. The events divided naturally into Hill’s four categor- 
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ies : physical difficulties, separations from persons or possessions, 
accession events such as a new person moving into the house, and 
social disgrace. The mothers' reactions were dichotomized as 1) 
mild or non-existent, or 2) strong. The number of stress events 
and associated reactions were combined to yield a total score for 
each individual. Mothers in each group were ranked and the 
groups compared. 

In general, recent events were given highest stress ratings by 
the mothers. Acute conditions were reported as more stressful 
than chronic ones, and events involving the immediate family as 
more stressful than those involving extended family or friends. 
The proportion of mothers reporting no stress whatsoever was 
greater among the neglectful than the nondeviant, and only 4 
percent of the abusive reported no stress. 

Accidents, moves, and physical illness were the greatest sources 
of stress for the abusive mothers; also, prominent among the 
accidents were attacks upon the mothers by others. Several women 
reported having been beaten by their husbands. One abusive 
mother claimed to have been raped on her way to the hospital with 
her baby. Although the report seemed questionable, it was similar 
to others in its preoccupation with violence, either factual or fan- 
tasized. 

A common source of stress for the abusive and other families 
was a change of residence. Typically the family moved during the 
woman's pregnancy to obtain more room. In both the abusive and 
nondeviant groups, the moves in late months of pregnancy re- 
sulted in strain on the mothers and at times brought on premature 
deliveries. 

Illness was often reported and sometimes — especially in the 
group of abusive mothers — reported not as chronic conditions, but 
related to pregnancy for the index child. The abusive mothers felt 
very strained by the pregnancy of the child in question and ranked 
pregnancy as a higher stress even than deaths. 



According to the physician's rankings of physical disorders! as- 
sociated with pregnancy, the abusive mothers who reported the 
most stress actually had the least, thus indicating a higher psycho- 
logical sensitivity. Six of the abusive mothers who reported diffi- 
cult pregnancies were caring for other young babies when they 
were pregnant and, also, had fewer people available to help them. 

Potential support factors included a satisfactory male relation- 
ship : the presence of a man in the house — whether spouse, com- 



mon-law partner, or father ; a continuous association with a male 
during pregnancy ; help from the man in relation to the baby ; a 
stable source of income; a continuous source of medical care; 
participation in religious activities and involvement with neigh- 



borhood activities. The abusive families and the others differed 
significantly in the amount of support available. The abusive fami- 
lies had the least support. 

Statistically significant factors were continuous association with 
the father during pregnancy and help from a male— whether hus- 
band, father, or friend — in relation to the baby. The current pres- 
ence of a male */• ^be home on a stable basis did not appear to be a 
significant positive factor; nor was marital stress a significant 
negative factor. During pregnancy the help of the father appeared 
to be mainly psychological, but once the baby arrived the mother 
received more support when some male did something concrete to 
assist in the care of the baby. 

The effects of race on stress and support were assessed. When 
support was low, black mothers reported significantly more medi- 
cal stress than white mothers ; they suffered more physical prob- 
lems than the whites. The white mothers, however, reported sig- 
nificantly more social stress when support was low. This compari- 
son would seem to reflect the perception of the woman, white or 
black, as she viewed herself in relation to her peer group. 

The mothers were scored for general negative and positive reac- 
tions to their babies, and several trends appeared. The abusive 
mothers tended toward extreme reactions, judging the babies to be 
either all good or all bad, while the non-abusive parents saw their 
children more realistically as both pleasing and annoying. The 
abusive mothers were relatively silent with regard to their chil- 
dren s development. Fifteen of the 19 abused children showed 
early signs of retardation. 



Modes of Punishment , Discipline , and Teaching 

“T predicted that the abusive mothers would use harsher 
me hods of punishment and would have less interest in teaching 

c£ cut dr6n than thC ° ther mothers ‘ The results were not so 

Forty-one percent of all the mothers used some form of physical 
punishment with babies less than 6 months old, usually slapping 

r t*! e butt ° cks ' At 9 months, physical punishment in- 
tmsified By 2j months, 87 percent of all the mothers were using 
this method of physical punishment at least part of the time. 

The type of behavior punished varied with social class. Mothers 

Lets JuL ? passes punished principally for aggressive 
acts, middle-class mothers for activity, dangerous or otherwise; 

dilnhP^! r " C aSS mo1Jiers ’ * or conduct such as excessive demands, 
disobedience or crying. Generally the abusive mothers, most of 

whom were lower class, punished for unacceptable conduct. Across 
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all groups, girls were consistently punished earlier: by the age of 
9 months, 31 percent of the girls, but only 5 percent of the boys 
were being punished ; by 18 months, the figures rose to 70 percent 
and 50 percent for the girls and boys, respectively. 

The investigators had become aware that most mothers are ex- 
tremely sensitive to their babies' aggressive acts against them as 
mothers. When asked how they would respond if their infants 
struck them or spat upon them, the overwhelming majority of the 
mothers of babies 6 months of age or older said they would retal- 
iate in kind, “. . . to show him that he is not to do that kind of 
thing.” Three mothers of babies who were less than 6 months of 
age also said the same. Eighty percent of the abusive and 63 
percent of the nondeviant mothers said they would hit back 
against infant aggression. 

Regardless of their social class, most mothers asserted that a 
baby should know right from wrong by the age of 12 months , and 
one-third of the mothers specified 6 months. This belief implies a 
common lack of realistic information about infant development 
and when babies learn concepts of right and wrong. These moth- 
ers also perceived the babies as having “tempers” and other di- 
rected feelings at a much younger age than is actually possible. 

The mothers involved in this study usually discriminated very 
little between discipline and teaching. When asked how they would 
attempt to teach the baby some new behavior representing a real 
learning effort for him, they most frequently responded in terms 
of scolding or spanking to get him to learn after first giving 
verbal instructions. The investigators feel that infants are pun- 
ished physically more often than is realized. When it is common 
practice to strike babies, however lightly, with the goal of teach- 
ing them, the laws of probability indicate that some babies are 
going to be struck too hard and that some will be injured. 

Values Related to Mothering 

The mothers were questioned as to their expectations concern- 
ing the child. The majority preferred their babies to be “good”; 
that is, respectful, grateful, obedient, and not rebellious. These 
were the particular goals of the abusive and neglectful mothers; 
they were not interested in creativity, etc. 

There were varied opinions among them as to what constituted 
an “ideal mother.” All the abusive and the neglectful mothers 
mentioned keeping the baby clean and giving him material things. 
A few mentioned the importance of being a “proper” woman. 
They described the ideal woman in negative terms as somebody 
who does not run around or sit a, oars. The abusive group often 
described the ideal father in terms of discipline or financial sup- 
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port. Several women said that the ideal father should not beat the 
mother, 

*** a , fe " mothera felt ‘hat affection should be restrained: 
that there is danger in being too affectionate toward babies. This 
trmt was more marlted in the abusive and the neglectful mothers. 

_ a 3? e 1 !l d ? of . y alues reIated to mothering clearly and signifi- 
y distinguished between the abusive and the nonabusive 
groups, correctly classifying 77 percent of all the families. Among 
the abusive mothers, emphasis was placed on cleanliness and ma- 
terialistic values. They tended to perceive themselves and their 
us ands m stereotyped roles, a perception suggesting difficulties 
n forming and maintaining close relationships. Their fear of 
showing too much affection toward their babies was another mani- 
^station of the same difficulty. These characteristics, together 

“:°r° n "'I t0 haVG an ° bedient * compliant baby, estab- 
lished the abusive mothers as more authoritarian than the nonabu- 
sive women. rtUU 

The Baby 

The contribution of the baby to the mother-child relationship is 

eveiTT °J tant ' A smiIing baby who is responsive may keep 
/ ‘J m . V ° lved - While many ty P es of behavior 
irr ’ • T” dec,ded that four behavioral characteristics 
the heh e * am ' r ‘ eti: moot *’ Ievel °f activity, approach or the way 
These eh» re a ! ed t ? a " eW P<SrSOn ° r new object ' and distractibility. 

pediatr "ina«on.r ere StUdied dUrin * th# WtW and the flnal 

Among all the children the distribution of positive and negative 

me°ntl aTp a difference ““rdingto sex and develop! 

were postal Ttf r the ' r deveio Praental age, half the boys 
were positive, half negative. The girls were strikingly negative 

AhnLdT ° PD,enta " y young but became Positive as they matured 

peers Abu sITm markedIy negative compared to their nonabused 
P ' * b , d B ’ rls were more positive than nonabused girls: how- 

ssxxisr* 

from 8 th abUSed cbildren ’ four boys and four girls, were separated 
n , - 61r P arents by the time of the second testing. All were 

predominantly negative in mood. According to the study data this 
seemed associated less with their removaf from hle and more 
with the mood to be expected from the above findings The four 

z:ZkT t z re r t i! ar in m .°° d to 

males, while three of the negative girls were developmental^ 
young and thus apt to be more negative. 

The factors of sex, age, and abuse which affee* -^dominant 
mood need considerably more study before the inter^elationsffips 
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will become clear. Nevertheless, these findings suggest that boys 
and girls may indeed respond to abuse in quite different ways. 

It was not possible to find associations between mental develop- 
ment and behavioral patterns. Some of the children were advanced 
developmentally, some at age level, and some retarded. Some in 
each group were positive in mood and could be distracted. 

Distractibility depends upon whether or not a child can be in- 
trigued away from something he is doing, especially if it is a 
hazardous activity. In this case, it is a positive quality, as opposed 
to hyperactive distractibility which interferes with concentrated 
learning. 

All of the babies who were positive in mood and distractibility 
were positive in approach ; that is, interested or curious or pleased 
at meeting new people and new things. Among the nonabused 
children who had negative or mixed scores on mood and distracti- 
bility, a racial difference occurred on the approach scores. The 
whites of both sexes were predominantly positive in approach, 
while the blacks of both sexes were predominantly negative. The 
investigators noted that the examining doctor was a white woman 
and wondered if this could be a factor influencing these results. 

Activity levels did not distinguish between abused and nona- 
bused children. The babies who were both abused and neglected 
were low in approach and play behavior and high in negative 
activity. The “abused only” or “neglect only” had wider reper- 
toires of behavior. However, of the “neglected-only” children, a 
large proportion either remained high or became high in activity. 
It was observed that the mothers were largely ineffectual in con- 
trolling their children ; they tended to pile on command-after-com- 
mand while the children became more anxious, active, and difficult. 
The ability of these ihothers to limit the activity of their children, 
who seemed to be in special need of help in controlling or directing 
their activities, seemed very meager. 

Observations of Interaction 

The mothers were observed with their babies during a feeding 
period at home and in a teaching situation in the pediatrician's 
office. It was learned that mothers vary considerably in their per- 
ceptions of what is dangerous to their babies. While the mothers 
were in the doctor’s office, the babies were often attracted to the 
doctor’s kit containing instruments. Most mothers did not permit 
their children to handle these, yet failed to see the danger in the 
sharp corner of a drawer that the children loved to pull out. The 
examining table was also a danger, as mothers often turned away 
while their babies who were lying on it waited to be dressed. 



The actions of each baby and mother were tallied and analyzed 
according to content, mode, and context. Mothers of retarded chil- 
dren concentrated on feeding them and behaved more positively 
toward the child as the baby ate. They did not talk spontaneously 
to the child as much as the mothers of non-retarded children. The 
investigators believed that this reflected the mother’s concern that 
the child eat rather than play or socialize. There was an over- 
whelming tendency for mothers of retarded abused children to 
show low verbal response to the babies’ vocalizations, but an oppo- 
site trend was shown by mothers of retarded nonabused children. 
The age of the baby was not a factor in the mother’s tendency to 
verbalize when the baby made sounds. Some babies responded to 
their mothers’ speech, others did not, and again this was not 
related to baby age. 

It is probable that an involved mother gives her baby many 
types of stimulation in addition to the verbal. The verbal response, 
however, seems to be a good indicator of the total social environ- 
ment provided for the baby. Mothers with a good education were 
much more verbally responsive than those with a poor education. 

A significant association appeared between mothers who res- 
ponded verbally and the higher rates of development among these 
babies. The investigators note that such an association has not 
previously been reported but they point to several conditions that 
may affect it. The children of well-educated, intelligent mothers 
may have superior genetic endowment. Also, babies who have had 
a great deal of verbal experience do better on tests, which often 
require ability to follow verbal instructions. 

With regard to control, the abusive mothers tended to give their 
children great latitude until their patience wore thin, when they 
would abruptly threaten or strike their children. The neglectful 
mother seemed to burden the child with repetitive commands and 
threats to which he paid little attention, apparently sensing that 
the mother did not know how to control him, or for some reason 
was unable to do so. As he became more active, the mother became 
more frenetic. 

The abusive and neglectful mothers tended to care for the ba- 
bies, but made neither broader responses nor extra reactions to 
their children. They tended toward stereotyped responses. 

The teaching situation, which was essentially an artificial one, 
aroused some anxiety. However, the observers of the feeding, who 
knew the mothers, thought that they behaved much the same as 
they had in the past. This was substantiated by the significant 
positive correlations between the feeding and teaching observa- 
tions with respect to maternal-verbal responses among all cases ; 
mothers of nonretarded children ; high social class ; and females. 
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Fined Evaluation of the Babies 

The most important final difference between the abused and the 
nonabused babies appeared in the scores on the Bayley Mental 
Scales. There was significantly more retardation among the 
abused children when compared with the nonabused. The likeli- 
hood of retarded mental development among the abused children 
was greatly increased when they were also judged to be neglected 
by their parents. The fairly high rate of mental retardation found 
in all groups of children in this study may mean that the hospital 
outpatient population is biased in this direction. 

The final checkups showed little difference in height and weight 
increases between the abused and nonabused children. However, 
this was true largely because one-third of the abused children had 
been removed from their homes and placed in benign and nurtur- 
ing homes. All but one showed remarkable catch-up growth. There 
was a significant association betweejn height and mental develop- 
ment ratings, with retarded mental development occurring more 
frequently among children below the 10th percentile in height. 

In terms of family characteristics , the single factor most 
strongly related to the mental development ratings was the 
amount of income per person in the household. The percentage of 
children within the retarded, normal, and advanced groups coming 
from families with less than $100 a month per person was 74 
percent, 46 percent, and 7 percent respectively. Although abused 
children more often come from families with low incomes, the 
relationship between income and mental development was not al- 
tered significantly when controlled for the occurrence of abuse. 
When children with retarded and normal development were com- 
bined, 79 percent of the abused and 62 percent of the nonabused 
children came from low-income families ; this represents a statisti- 
cally significant difference. 

Among those with advanced development, the majority of the 
children were white; among those with slow development, the 
majority were black. 

Although stress was found important, no statistical association 
between ratings of social stress and ratings of mental development 
appeared. However, the number of supportive resources for the 
mother was related to mental development. Among the families of 
retarded abused children, 69 percent were low in support while 
only 31 percent of the families of nonabused retarded children had 
similar low ratings. When stress hits a family with few sources of 
support and assistance, then the problems become more intense. 

The presence of the father is also important. The group who 
were advanced mentally all had their fathers at home, while only 



69 percent of the retarded had fathers living with them. The 
father was absent in the cases of 64 percent of the retarded 
children who were abused. 

Regarding the probability of retardation, three factors in addi- 
tion to abuse are important: low monthly income per person, sig- 
nificant physical problems in the baby, and low verbal responsive- 
ness in the mother. When any two of these factors plus abuse was 
present, 100 percent of the children were retarded. Among chil- 
dren without any of these factors, only 21 percent were retarded. 

The second evaluations showed that, remarkably enough, there 
are children who appear normal despite abuse, and it is also evi- 
dent that there is a range of intensity in abuse. Some children are 
subjected to pervasive and long-standing abuse, while for others 
the abusive incident is isolated in an otherwise favorable environ- 
ment. The investigators caution that an overall characterization of 
the abused child demands both pediatric and family assessment. 
The physical and mental effects of abuse can be mimicked by other 
conditions, and also the physical and mental state may not fully 
expose the abusive atmosphere of the home. 

Diagnosis of Abuse 

A crucial factor in the diagnosis of abuse is the willingness of 
the physician to consider abuse as a possible cause of a child’s 
injuries and to examine him accordingly. Dr. Grace Gregg, a pe- 
diatrician and an investigator in this study, points out that a 
diagnosis of abuse requires a history that fails to explain the 
injury, the elimination of systemic disease, and an assessment of 
the type of care that would allow such a condition to develop. 

ailure to thrive” children must be looked at with an eye to 
abuse and neglect. It is important where there are multiple inju- 
ries that each be accounted for. Multiple bone injuries are consid- 
ered a key indication of abusive treatment. It must be remem- 
bered, however, that some bone changes do not show up immedi- 
ately on x-ray and may be hidden until about 12 to 14 days. 
Furthermore, x-ray can tell the condition of the bones, but not 
how they were injured nor the motivation of the person responsi- 
ble for the injury. In some cases a parent can roughly and ab- 
ruptly grab a child to prevent an injury and accidentally hurt him. 

owever, while this type of accident can happen once, a series of 
such incidents would be highly suspicious. Also, the idea that 
si mgs can injure infants is unpopular, but must be considered. 

Malnutrition is a key indication of abuse or neglect, but evi- 
dence of malnutrition is difficult to identify when intake becomes 
adequate, unless photographs are taken. 
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Familiarity with the normal injuries of children is indispensa- 
ble to adequate diagnosis. Superficial injuries above the elbows, 
shins, and knees that do not resemble dermatologic conditions 
should be examined to see if they have been caused by rough 
handling, human bites, cigarette burns, etc. All bones and joints 
should be examined, not merely those pointed out as injured. 

Legal Issues 

By June 1967, 52 child abuse reporting laws were in existence 
in all 50 States, the Virgin Islands, and the District of Columbia. 
Puerto Rico added a law soon thereafter. In most cases mandatory 
reporting by medical personnel, occasionally by schools or social 
workers, and investigation by law enforcement agencies was typi- 
cal. In some states the professional can be fined or imprisoned if 
he fails to report a case of child abuse. 

At first glance it looks as though the situation has been 
acknowledged and adequately covered. However, this is far from 
the case. The Children's Bureau looks upon child abuse reporting 
laws as case-finding devices. How successful they are for this 
purpose is difficult to assess. Some problems have, however, been 
identified. For instance, diagnostic guidelines are not well-drawn. 
There is the possibility of an inappropriate accusation, perhaps a 
law suit. Medical training is often limited in terms of teaching the 
type of social-family assessment that is required in many child 
abuse cases. This type of case can be tremendously time-consum- 
ing and time is a rare commodity in most medical practice. 

Another problem is that of confidentiality. The child abuse laws 
place the child's right to safety above the traditional rights of the 
patient — in this case, the parent — to protected communications. A 
social class difference may slant the manner in which a case is 
treated. For example, in many States hospitals and physicians are 
required to report a case if an abused child is brought for care. 
Private doctors, however, are not exposed to the same public at- 
tention and might — and do— manage private patients differently. 
A doctor who reports a patient stands to gain ill-will and lose the 
family for treatment. He may feel he can give more help by not 
reporting the case and staying involved as an interested and con- 
cerned family doctor. Patients who can afford private care can 
also “shop” around. They can go to different physicians and the 
full extent of the child’s history of trauma might be hidden in this 
way. 

The goal is not, it must be remembered, merely full reporting. 
The goal is the protection of the child. The two are related, but not 
the same. 
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The investigators feel that professionals who report a family in 
good faith should be granted immunity in the event of a law suit. 

Other changes should allow for concern for the other children in 
the family. 



The lack of community placements for such endangered children 
also make some people reluctant to confront an abusive parent, as 
it is realized that all too often the child must return home with an 
even more enraged and abusive parent. 

There is considerable question as well, as to whether or not the 
police should be given responsibility for establishing whether 
abuse has occurred. In many cases this type of approach with the 
goal of proving guilt and establishing criminal behavior is un- 
fruitful. As this research has shown, the problem may be subtle; a 
child may have been left with inadequate supervision or the parent 
may have shown poor ability to anticipate the child’s pattern of 
activity. The caretakers may be extremely immature or disturbed, 
and thus cannot be considered directly responsible for injury tt 
the child. Nonetheless the child may be in great jeopardy. But it is 
questionable whether most police have the orientation, time, or 
training to investigate these issues. 



prevention is largely ignored, as is appropriate ionow-up and 
assistance to families in need of community aid. Expanded protec- 
tive services are much to be desired. Assistance with related prob- 
lems such as contraception should also be available. 

Punishment of the parents or probation, which often means 
only the most minimal surveillance, rarely accomplishes much to- 
ward the most important goal— protection of the child. Punish- 
ment for doctors or hospitals may very well be self-defeating and 

reP ^ r ^ n f' most fruitful approach is via education. 
Physicians need to be sensitized to the issues and hospital proce- 

pnI!« nee V 0 uM e / 1 Jf I ? ed 80 aS t0 permit early identification of the 
« ^ 6d Chlld ’ Referrals to socia l agencies should be facilitated 
and child care resources developed. Where a murder or brutal 
attack has taken place, then the police are appropriate; where an 
overwhelmed mother has a child who continually injures himself 
due to lack of supervision, another resource such as the help of a 
trained homemaker might be more appropriate. 



Prevention of Child Abuse 



To save a child from the serious effects and irremedial damag e 

tfoT wh™ a > USe a ” d "? Ie f ’ “ iS necessary t0 recognize the situa- 
tion when it occurs. Professionals need to be alert when they 

notice that young families are having their children too quickly^ 

with no relief between pregnancies. The danger signs of marital 

strain, poverty, isolation, and overwhelmed mothers need to be 
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heeded. Premature births with indications of family strain should 
be of great concern ; all possible assistance and surveillance should 
be given these parents. Parents with children showing develop- 
mental difficulties should be given similar help. 

It is important that education be restructured so that every 
young woman has some idea how children grow and develop. 
Classes should be held early in school, possibly at the elementary 
and junior high level, ensuring that all prospective mothers will be 
at least basically informed and, if possible, have supervised expe- 
rience with child care. It cannot be too strongly stressed that far 
too many women think a young baby is responsible for his acts 
and can react intellectually like an adult. The whole concept of 
physical punishment for infants requires re-thinking in the light 
of knowledge about child development. Again, it must be realized 
that, despite ideas that physical punishment is a lower-class phe- 
nomenon, this practice was found in all classes. And males must be 
taught the importance of their contribution to the stability of the 
family and the emotional life of the child. 

Education in family planning should be made available if we are 
to prevent parents from becoming so overwhelmed that they de- 
stroy their own children. Appropriate birth control methods 
should be made easily available. Unwanted children are in grave 
danger of abuse and all its long-term residual damages. 

Education of legal personnel, especially that of judges, is neces- 
sary. The investigators note that even in cases which represented 
blatant abuse as manifested by multiple skeletal trauma with cen- 
tral nervous system damage, when they petitioned for removal of 
the child from the home the authorities were more concerned 
about the rights of the parents than the welfare of the babies. 
Some children were returned to the custody of their parents after 
their fractures had healed and their general condition improved 
without any assessment of the family at all. The courts do not 
seem to be truly aware of the risk to the child — that it might not 
merely be a question of a single meaningless act, but that abuse 
may constitute an active expression of a wish to be rid of the 
child. The overwhelming odds against complete recovery from par- 
ental abuse seem to escape appropriate attention. The horror of 
many situations and the intense feelings they arouse may cause 
some people to try and mend the parent-child relationship in order 
to wish the whole situation away. It is not always true that the 
natural parent is best for the child, nor is it true that any parent 
is better than none. Parents, on the other hand, need not be 
treated as criminals because they have abused their children. A 
total assessment of the entire situation and its pressures needs to 
be made. 
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One issue, that of community support, demands special atten- 
tion. As family patterns change and mobility increases, social in- 
stitutions such as the church lose their strong hold on family life. 
People who tend to be isolated become even more so. It is probably 
true that many parents who do not beat their children would also 
benefit if a neighbor could help them out when they are over- 
whelmed, or if a network of friendly visitors would somehow fill 
this void. Volunteers could be used to extend the work of the 
public health nurses and the hospital clinics to ensure that both 
mild supervision and help would be available to young mothers. 
Homemaker services can be extremely important. Community pro- 
grams and neighborhood associations could also be helpful if the 
prohibition about interfering or getting involved could somehow 
be broken down constructively. It is possible that an auxiliary to 
the police department could be useful. 

The interrelationship of poverty, isolation, and too many un- 
planned-for small children is important. Too often, little is done to 
reach the very people who are too weak to ask for help. Newspa- 
pers and TV, too, often carry only the sensational story and not 
the steady compilation of data that might enable us to make re- 
forms in our welfare systems, our birth control clinics, hospital 
regulations, courts, *nd foster home programs — data that might 
enable us to prevent s *:h tragedies and save these children. 

Research Grant: MH 14739 
Date of Interview : June 1969 
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Though a number of urban community mental health cen- 
ters have been reported upon in these volumes, the chapter 
which follows is the first to deal with a rural center. The re- 
port is unusually detailed because it is an effort to depict the 
circumstances, such as vast service areas and severe shortages 
of professional mental health personnel, that are common 
among rural centers, to suggest some of the other problems 
and vexations of these centers, and to shouf how one well- 
regarded center is coping with all these. 



INTRODUCTION AND SUMMARY 

# Mountain Mental Health Services, a private, non-profit commu- 
nity mental health center in eastern Kentucky, has an unusual 
catchment area. Though it takes in only 160,000 people and thus is 
smaller than average, it covers five whole counties spread over a 
sizeable chunk of the Cumberlands. Roughly rectangular in shape, 
it measures about 55 miles one way and 65 the other as the crow' 
fliej and two or three times more as a car goes. 

Scenically, this section of Appalachia is among the country’s 
richest; economically, one of the very poorest. Most of the land 
runs up and down, and most of the people live in narrow valleys 



♦Now at Veteran’s Administration Hospital, Lexington, Kentucky. 
♦♦Now at Kent School of Social Work, University of Louisville. 
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carved by the Big Sandy River and its tributaries or in isolated 
“hollows” between hills. The soft coal mines, the largest source of 
jobs, have for years been needing fewer and fewer men. Unem- 
ployment runs double the national average. One of the five coun- 
ties ranks as the poorest in the Nation: another, as the third 
poorest. More than half of the families have annual incomes of 
less than $3,000. 

Until recent years, there was not a psychiatrist in the entire 
five-county area, not a clinical psychologist, not a psychiatric 
nurse. The nearest mental hospital, Eastern State, where 
hundreds of the area’s residents were or had been patients, was 
five hours away in Lexington over rugged mountain roads. 

As compared to urban centers, Mountain Mental Health Serv- 
ices, whose headquarters are at Prestonsburg, is unusual in other 
respects : 

• It operates five full-time centers — one in each county — and 
one weekly and two monthly outposts. 

• It is headed by a psychiatric social worker — Richard M. Stai, 
the executive director — and has social workers or psychologists in 
all but one of its other key positions. 

• With only one psychiatrist on the staff, serving two days a 
week at the present, it depends heavily for medical services on the 
five general practitioners who serve as part-time consultants. 

• Pending completion of an inpatient facility, it makes some 
use of general hospitals but depends mainly on Eastern State to 
care for patients who need to be hospitalized more than a day or 
two. Jails are still the main holding facility. 

• It combats budgetary limitations and the shortage of profes- 
sional manpower by recruiting young adults, having at least two 
years of college, as “mental health workers.” These are expected 
through on-the-job training to function much as psychiatric social 
workers. They include former teachers, former employees of the 
State’s welfare program, a veteran of Vietnam, and a former nun. 

• Since a large proportion of the people it serves are poor, a 
substantial part of its income is derived from welfare funds and 
from Medicaid. 

As discussed in a later section, this rural mental health center 
stems from another unusual venture financed by the National In- 
stitute of Mental Health. This was a demonstration project to test 
the idea that State hospital admissions from the mountain coun- 
ties would be markedly reduced if a two-man clinical team — a 
psychiatric social worker and a psychiatric nurse — were stationed 
in the area. 







The new agency has seen troubles. In the beginning, in 1967, it 
had to scratch for working space, and three years later its outpa- 
tient clinics and day-care centers were quartered in a variety of 
unlikely places, including a former automobile showroom in pres- 
tonsburg; a long-vacant suite of offices— cleaned up, repaired, and 
painted by staff members over a period of many months— next to 
Gertrude s Beauty Salon on the second floor of Prestonsburg’s Odd 
Fellows Building (the staff takes its kidding on that one) ; the 
cellar of Heritage House, headquarters of the Pikeville Woman’s 
Club; and the cinderblock Weeksbury Community Clubhouse, 
along a creek running through a coal company town that has been 
abandoned by the company but not the residents. In the beginning, 
the center also had to overcome the suspicions of the medical 
profession. “The doctors hardly ever referred a patient to us,” a 
staff member recalls, “but now they send a good many.” 

Life undoubtedly will be a struggle for at least a few more 
years. But the center’s staff now includes, in addition to the psy- 
chiatrist and medical consultants, four psychiatric social workers, 
three psychologists with master's degrees, two psychiatric nurses, 
nine mental health workers, a child guidance counselor, an alcohol- 
ism program coordinator and several assistants; a mental retarda- 
tion program director and assistant, and a part-time pastoral 
counselor. 

During its third year, ending in June, 1970, the agency gave 
some form of service to more than 2,400 people. It had started life 
with a caseload of 400, inherited from the demonstration project 
Late in 1970 it had a caseload of 866. Of these, 726 were outpa- 
tients, 104 were in partial hospitalization, or day care, and 37 

rr e ^ n P a ^ en ^ s — but two or three of them at Eastern State 
(which can now be reached, over a new highway, in two and a half 
hours). Considering that until eight years ago the only mental 
health service in the whole region was a monthly aftercare clinic 
for former State hospital patients— “a pill clinic,” as Stai de- 
scribes it these figures in themselves are remarkable. As can be 
inferred from the size of the staff in relation to that of the case- 
oa , the mental health center itself has had to depend mainly on 
pill clinics” for helping the bulk of its patients. But its activities 
let alone its plans, reach far beyond. ’ 

Last year's budget was $380,000. Expansion of services, already 

under wav, is expected to more than triple the budget bringing it 

to about $1.2 million— possibly by 1972. 

Except for the statistics on patients, there is no “scientific” 
basis for evaluating the work of Mountain Mental Health Serv- 
ices. Possibly there will be in the near future. Each month for 
three years the center— along with other Kentucky mental health 

92 

■100 



t 




agencies and institutions — has been feeding statistics into a re- 
cord-keeping and comparison-making computer program operated 
by the State department of mental health, but the computer has 
yet to deliver an accurate report. When it does, Executive Director 
Stai (rhymes with “sigh”) thinks he will be able to say, for exam- 
ple, how many patients from his unusual catchment area went to 
Eastern State last year, and how long they stayed, and whether or 
not they returned — as compared both to the year before and to 
pre-agency years. Meanwhile he estimates that the agency’s pro- 
grams have reduced by more than half — probably by almost 
three-fourths — the proportion of mentally ill persons who must go 
to the State hospital. He suspects that the number may have some- 
what increased because the center’s activities have led to greatly 
improved case-finding. 

Stai is reasonably sure that the readmission rate, too, has been 
substantially reduced. Pamela Brewer, the psychiatric nurse who 
runs the center's day care program in Pikeville, throws light on 
the significance of such a reduction. She is talking about a day- 
care patient who has been in Eastern State several times. “Each 
time she comes back,” says Mrs. Brewer, “she is a little older and 
a little more worn. She has a little less strength, and she’s more 
ready to give up every time she comes back from the hospital.” 

The following sections give a brief account of this rural mental 
health center's predecessor; discuss the center’s structure and 
staff ; describe special programs ; report a discussion of the East- 
ern Kentucky Syndrome, the center's most difficult clinical prob- 
lem; picture activities at several of the center’s units; and con- 
sider finances. 

Patients' names, and some details of case histories, have been 
changed. 

A PIONEERING CLINICAL TEAM 

The story of Mountain Mental Health Services begins in 1962 
when Hazel G. Price, director of social services at Eastern State 
Hospital, Lexington, proposed establishing a demonstration team 
to serve four eastern Kentucky mountain counties: Pike, Floyd, 
Martin, and Johnson. For half a dozen years the hospital had been 
sending a psychiatrist and a social worker to Pikeville, the largest 
city in the area and the seat of the largest county, to hold a clinic 
for ex-patients two days a month. Still there were a disheartening 
number of readmissions, and Mrs. Price was working with some 
families over and over again. She felt that a resident team consist- 
ing of a psychiatric social worker and a psychiatric nurse could 
deal more effectively with the problems of patients who had left 
the hospital, could screen out and get local care for many patients 
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who ordinarily would have been sent to the hospital, and might 
well arouse the region’s interest in developing its own mental 
health facility. Logan Gragg, Jr., M.D., superintendent of the hos- 
pital, agreed. The plan they developed won NIMH support of 
approximately $25,000 a year for four years and went into opera- 
tion in 1964. 

Members of the team were Hart Ransdell, a Kentuckian with a 
master’s degree from the Tulane University School of Social 
Work, who had worked with Mrs. Price at the hospital, and Tressa 
Roche, who had come to the region from Florida and had a mas- 
ter’s in psychiatric nursing from the University of Miami. Ava- 
nelle Swiney, a young Pikeville woman, was secretary and recep- 
tionist. The team’s offices, known as the mental health clinic, were 
several rent-free rooms in the basement of the Pike County Health 
Department building, an old brick structure located between the 
county jail and a parking lot. 

Efforts at the start were centered on former patients. Through 
letters, phone calls, and home visits, Ransdell and Mrs. Roche 
tried to get and stay in touch with those the hospital considered 
especially likely to need after-care. The aim was to prevent crises 
that might lead to re-hospitalization. The team members worked 
by offering immediate counsel to former patients and their fami- 
lies, enlisting community resources in their behalf, and encourag- 
ing attendance at the monthly clinic still being given in Pikeville 
by staff people from Eastern State Hospital, assisted now by the 
project team. Appointments for this clinic in July of the first year 
numbered 150; six months later, 227. As word spread that profes- 
sional mental heahh personnel were available, more and more of 
the patients were persons who had never been hospitalized. Even- 
tually these constituted about 50 percent of the total. 

The team found that sometimes patients without money were 
being sent to Eastern State even though the primary need was for 
physical care. For example, a patient who refused surgery for a 
broken hip was committed to the mental hospital. One day a 
woman who’d had a stroke was brought by ambulance to the 
health department. The health officer’s first impression was that 
she needed psychiatric care in Eastern State. The mental health 
clinic’s nurse took the patient’s blood pressure and persuaded the 
officer that she would benefit from care in a general hospital. 

Members of the project sometimes achieved results simply by 
the application of common sense. One elderly man’s family, for 
example, worried because he was forever leaving the yard, wan- 
dering down the road, and getting lost. The family asked for help 
in having him committed to the State hospital. Instead of helping 
in that respect, Ransdell suggested that the family build a fence 

94 





t 



around the yard. They did, and the old man remained contentedly 
at home. 

Demonstration staff members are particularly proud of their 
work with persons arrested for drunkenness. Ransdell and Mrs. 
Roche, through their acquaintance with the jailer and his wife, 
would get a jailed alcoholic to the county health department for 
tranquilizers and then talk with him, often repeatedly, in the 
jailer’s quarters. Eventually the jailer and his wife took the initia- 
tive in handling all such cases. A number of the alcoholics reached 
in this way stayed dry. One of them, who had often been carried 
to the jail in an ambulance, won election to the State legislature. 

Eight months after the work began, one of the investigators 
wrote : 

The most significant development, since the team started is 
the involvement of local individuals in the handling and treat- 
ment of psychiatric cases. In the past, almost everyone from 
the circuit judge to the private physician only dealt with a 
“mental case” when there was an acute emergency and then 
always took the line of least resistance. It was not unusual for 
a disturbed person to spend a week or more in the local jail 
waiting to be committed and transported to the hospital. The 
local physicians found it very difficult to involve themselves in 
these cases. However, now that the community has profes- 
sional mental health leadership, most of the doctors are quite 
willing to give their time and service. 

Travel required an extraordinary amount of time. When even 
four home visits could be made before sundown, it was a good day. 
Some homes deep in the hollows could be reached only in a four- 
wheel drive car donated by the Appalachian Foundation, in Berea, 
Kentucky, which has given two more such cars to Mountain Men- 
tal Health Services. There was so much to do in Pike County, 
which accounted for half of the region both in area and in popula- 
tion, that team members rarely visited the other three counties. 
The team did schedule patients from the entire region for the 
Pikeville clinic and during the second year began holding monthly 
clinics in each of the other three counties. At these clinics the 
county health officer, a general practitioner, served as the medical 
consultant. During the second year, team members saw more than 
625 different patients and conducted more than 2,500 interviews. 

The results were almost startling. After two years, the rate of 
readmissions to the State hospital from the four counties had 
dropped C7 percent and the first-admission rate from Pike County, 
where the team members lived and did most of their work, 40 
percent. 

Another outcome was eyen more important. During the second 
year of the project, the Mountain Mental Health Association, lim- 
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ited to Pike County, was formed, and membership reached 500. 
This made the association the largest of its kind in the State. Mrs. 
Swiney, the demonstration team's secretary, recalls going out with 
Ransdell and Mrs. Roche and selling memberships in the banks 
and on the streets. Mrs. Lon B. Rogers, one of the first leaders of 
the region’s mental health movement and president of the board 

that operates the present center, recalls selling memberships in 
bowling alleys. 

The movement to organize a mental health association grew out 
of a series of 6 :30 o clock breakfast meetings that were organized 
by the late Eugene Lopez, administrator of Pikeville’s hospital, 
and attended by 15 civic club leaders. The aim was to win State 

^ or the establishment of a permanent mental 
health facility in Pikeville, and a strong local mental health asso- 
ciation was seen as a means to that end. Members of the demon- 
stration team served the group both as advisors and as fellow 
workers. 

As the Kentucky State mental health centers plan developed, it 
became apparent that Pike County could get a permanent facility 
only by working with four other counties— the three listed earlier 
as part of the region covered by the demonstration project, plus 
The se mountain counties always had been energetic ri- 
vals. They cooperated this time, however, because many persons in 
every county knew or had heard of someone who had benefitted 
from the services of the demonstration project and because mem- 
bers of the demonstration project went beyond the call of duty to 

serve as mental health missionaries as well as mental health work- 
ers. 



A regional mental health board to organize and operate a five- 
county center was set up during the project’s third year. It had 
three representatives from each county, chosen by each county’s 
mental health association. The associations in the other counties 
had been organized with the help of the Pike County group Late 
m 1966 I the board hired Stai, a friend and Tulane classmate of 
Ransdell s, to be executive director of the new center, which came 
into being the following year. 



Of the persons responsible for the success of the demonstratioi 
project, Dr. Gragg is now a staff psychiatrist at the Veteran! 
Administration Hospital, Lexington ; Mrs. Price is on the staff oj 
the Kent School of Social Work, University of Louisville; Ransdel 
has gone into business in Atlanta; Mrs. Roche became director of 
nursing at Kentucky State Hospital, Danville, Kentucky, in 1966 
and her successor Patricia Smith, is a nurse at the Appalachian 
Regional Hospital, South Williamston, Kentucky. Mrs. Swiney is 
medical records librarian for the new center. 
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STRUCTURE AND GENERAL SERVICES 



Stai’s first problem was where he was going to work. Pikeville 
had wanted the agency to have its headquarters there and had 
expected that they would be there. In fact, stationery had been 
made up with Pikeville as the address. But the other four counties 
that the State had made part of Region 11 threatened to with- 
draw. The State department of mental health had forced a com- 
promise under which headquarters would be in Prestonsburg, 35 
miles away. When Stai arrived, however, arrangements for office 
space were still under way, so he accepted an offer of space in 
Pikeville’s hospital. His phone soon was busy with protests. He did 
some phoning himself, and within three days the Prestonsburg 
mayor and the Floyd County judge had found him an office in the 
Floyd County health department in Prestonsburg. This is a town 
of 4,700 whose shopping center and lovely residential areas are 
bypassed by the road giving access to it, Route 23. 

Today, a visitor to the headquarters of Mountain Mental Health 
Services finds himself in front of a building, on Route 23, that 
looks like an automobile showroom. Indeed, a sign in the lot at the 
lower end says “Parking for Toyota Customers.” But Toyota has 
moved, and in its former showroom, screened from the road by 
Venetian blinds, the early-morning visitor finds men shooting pool. 
One of the players says that this is the day-care center, and that 
the agency's headquarters are upstairs, reached by a separate 
outside door at the building's north end. The second floor, it turns 
out, is a former apartment whose living room, dining area, and 
kitchen have been thrown together for the office staff and the 
bedrooms remodelled for the administrative staff. 

Looking over the agency’s table of organization, the visitor is 
struck by these facts : 

• It includes only one psychiatrist, who is the medical director. 

• The psychiatrist comes under a social worker, the executive 
director. 

• The psychiatrist is flanked by two other social workers, who 
function as assistant executive directors. They are designated as 
coordinators. The clinical coordinator is T. M. Atkinson, a native 
of Georgia, who got his master’s in social work from Kent School 
of Social Work, University of Louisville, in 1967, and was hired by 
the new agency the same year to be the social worker member of 
its Pike County team. In his present job, Atkinson serves as liai- 
son between the executive director on the one hand, and the.var- 
ious clinical programs on the other. The community and adminis- 
trative coordinator is John E. Mason, a graduate of the Kent 
School of Social Work, who recently returned to Kentucky after 20 
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years as a social worker in the Midwest. Much of his work is 
concerned with public education, discussed in a later section. 

Isn't it unusual to have a nonpsychiatrist at the head of a 
community mental health center? 

“Not in Kentucky,” Stai answers. “There are seven or eight 
non-M.D. directors. That’s about half.” 

During its first three years the agency had a succession of 
full-time psychiatrists serving as medical directors. The first left 
to take a better paying position with another mental health center. 
The second, Dr. James Bland, left to become deputy commissioner 
of medical services in the Kentucky State department of mental 
health. The third left in the spring of 1970 because he wanted to 
work in a hospital setting. On loan from the State, Dr. Bland now 
serves the center part time. 

“It probably would be easier to recruit a psychiatrist if he were 
offered the position of executive director,” Stai says. “But the 
more we thought about it- -we being the board of directors — the 
more we thought we could get that job done cheaper and just as 
effectively with someone other than an M.D. as the director. For 
instance, my time is almost entirely tied up with administrative 
functions — recruitment, personnel, the business end of it, grants- 
manship. And it sure costs a lot less to pay me to do that than it 
would an M.D. With only 25,000 psychiatrists around the country, 
we figure that they might as well be used for what they are 
trained to do.” 

In sum, Mountain Mental Health Services thinks it is making 
the wisest use of a scarce resource. Its psychiatrist is briefed on 
most of the new patients and meets many of them. He prescribes 
the treatment, advises members of the mental health area teams, 
and is available for consultation, by telephone, even on those days 
he is outside the region. He sees not more than two or three 
patients on a regular basis. Dr. Bland has been spending one of his 
two days a week in Pikeville and getting to the other counties 
several times a month. 

Five other M.D.'s — general practitioners — are on the center's 
staff as medical consultants, one in each county. They are available 
to write refill prescriptions, to order changes in medication — often 
at the suggestion of some other member of the staff — when the 
psychiatrist isn't available, and to help handle emergencies. 

Services Through Area Teams 

When Stai accepted the job, he thought it might be possible to 
follow approximately the urban model of a mental health center. 
The agency’s resources would be centered at one or two locations, 
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and distant areas would be served by periodic clinics. But as he 
traveled through the region and talked with members of the dem- 
onstration project, he decided that the urban model would have to 
be disregarded. Any approach to adequate service demanded the 
establishment of fairly autonomous area teams, each of them a 
miniature mental health center trying to meet through its own 
resources and those of headquarters all or most of the basic ele- 
ments of service required for NIMH support. 

There are now three such teams. Each offers round-the-clock 
emergency service, through its own office on weekdays and 
through the Prestonsburg General Hospital at other times. (A 
nurse at the hospital takes calls for the center and gets in touch 
with a member of the agency’s staff.) Each provides consultation 
to doctors and other professional people who ask for it and offers 
educational services — newspaper stories, radio reports, talks to 
groups generally through members of the headquarters staff. 
Each area team also provides inpatient service, either through one 
of the region’s four general hospitals that are affiliated with the 
agency or through Eastern State. In theory each affiliated hospital 
has several beds for mental patients, but for lack of psychiatrists 
and psychiatric nurses these are infrequently used, and never for 
more than a few days. Most patients requiring day-and-night hos- 
pitalization still go to Eastern State, admittance to which may be 
made by any professional — social worker, psychologist, nurse psy- 
chiatrist— on the agency’s staff. 

Through an NIMH grant, the new wing of the Methodist Hospi- 
tal in Pikeville, which is under construction, will provide 20-some 
beds for psychiatric patients and will become the principal inpa- 
tient facility for all three area mental health teams. 

Area Team I has its headquarters and inpatient clinic in the 
Odd Fellows Building, Prestonsburg, two doors down the street 
from the Prestonsburg General Hospital, and about a mile from 
the former Toyota building, where the central staff and the day- 
care center are housed. Team Director is Richard Gallaher, who 
has his master’s in psychology and plans to begin work soon for 
his Ph.D. The day-care center is under the supervision of James 
Klein, a former Roman Catholic priest with five years of experi- 
ence in his Chicago parish counseling young people, alcoholics, and 
former mental patients. He is listed as a social worker. Other 
members of the team include four mental health workers, who 

serve both the clinic and the day-care center, an aid, and a recep- 
tionist. 

Team I also conducts a clinic every Monday at the Appalachian 
Regional Hospital in McDowell, about 25 miles to the southwest. It 
is staffed by Gallaher and a mental health worker and attended by 
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15 or 20 patients. Every Tuesday, Klein and a mental health 
worker conduct a combination clinic and day-care center at 
Weeksbury, about 35 miles to the south ; these are reported upon 
in a later section. And every Friday, the team director and an 
assistant travel to the out-of-the-way Mud Creek area, about 30 
miles to the southeast, and see perhaps a dozen patients— out of 
the 35 or 40 in that area — in one of their homes or in a store and 
make a few home visits if time permits. 

Area Team 11 is located 36 miles south of Prestonsburg in 

Pikeville. Its headquarters and clinic are in the Methodist Hospi- 
tal ; its day-care center, in the basement of the Woman’s Club 
building, half a mile away. Team Director is Dale Stanton, a 
Kentuckian who came to Mountain Mental Health Services in 1969 
shortly after receiving his master’s degree in psychology from 
Murray State University, Kentucky. The day-care supervisor is 
Pamela Brewer, R.N. Other members of the team are a social 
worker a guidance counselor, three mental health workers, an 
aide, and two receptionists. 



Team II also conducts a monthly clinic in the Appalachian Re- 

r n fl H ° SpitaI at South WiIliamson > 30 miles northeast, on the 
West Virginia border. Out of 50 patients in that area, about half 
are scheduled to come in on a particular day. 

Area Team HI is located 15 miles north of Prestonsburg— in 
Faintsville, a mainly residential community of 3,100 people and 
seat of Johnson County. This team is responsible for Johnson and 
two neighboring counties, Magoffin and Martin. Headquarters are 
a one-story, five-room house in downtown Paintsville. The director 
is Roger Marshall, a Johnson County native who recently received 
his master s degree in psychology from Morehead State Univers- 
ity, Kentucky. He is assisted at headquarters by another young 
psychologist, a psychiatric nurse, and a receptionist. 

nf^ e n^ n i al fon ain ^ inS a full " time office in Salyersville, a town 

^ °° a t° Ut 2 ? ™ les t0 the west ’ faffed by a young mental 
health worker with three years of college and some teaching expe- 

nence. Qimrters are a suite of four rooms in a new medical build- 

! ng ;J“ e .^ m also has a one-room office in the Martin County 
health building in Inez, a crossroads town of 600 people, 26 miles 
to the east of the area’s headquarters. The mental health worker 
stationed there resigned recently to take a better-paying job. Until 
a successor is found, the staff psychologist comes up from Paints- 
ville for a few hours a day. Normally, he and the team director 
each spend one full day a week in Inez and another in Salyersville 
The mental health worker in Salyersville or Inez cannot handle 
every problem that comes along. But agency officials point out that 
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he is as near as the telephone to his team director in Paintsville, 
and the team director can get in touch quickly with the clinical 
coordinator or some other person in the central office. Each of 
Team Ill's mental health stations has a medical consultant. 

Mental Health Workers: Backgrounds and Roles 

If receptionists are omitted, half of the positions on the area 
teams are filled by mental health workers. Almost all of these 
grew up in the region and have had experience either in social 
service agencies or as teachers. One is a political science major 
who decided he wanted to work with people. Another majored in 
psychology and was serving in Vietnam as an Army social worker 
when the center opened. One woman on Team I has a master’s in 
English ; another, the wife of the team's day-care supervisor, was 
formerly a nun. Two women on Team II used to be with the Public 
Assistance Office ; they have been with the center almost since its 
start and are considered among the most valuable members of its 
staff. 

The minimum educational requirements is two years of college. 
Mental health workers with a degree start at $6,000 ; the others, 
$5,000. These salaries used to be competitive, Stai reports, but 
now are below those offered by other agencies. 

Mental health workers are used both as intake interviewers and 
as supportive therapists. In the latter roles they are assigned to 
patients judged likely to benefit from having someone who will 
listen to them and help them meet— with the aid of medical, wel- 
fare, and other community services — their most pressing prob- 
lems. They are generally assigned to the older, more chronic pa- 
tients, but, in Stai's words, are used “in the whole g am ut of 
mental health center tasks except diagnostic testing, writing pre- 
scripitons, and helping patients develop insight — and several of 
the more experienced ones do that, too.” 

Stai believes that with certain kinds of patients the center's 
mental health workers can be at least as successful as more highly 
trained people from outside the region. “Anybody who is really 
interested in helping,” he says, “can be trained to be as helpful 
with a limited population as a psychiatrist or a psychologist.” 

To Atkinson, the clinical coordinator, a principal difference be- 
tween professionally-trained and nonprofessionally-trained work- 
ers lies in their ability to make diagnoses and prognoses and to set 
reasonable goals for treatment. The center takes this difference 
into consideration by having team directors work with other staff 
members to develop plans of treatment and understand what goals 
can be expected. Team directors also try to match the abilities and 
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background of a particular worker with the needs of a particular 
patient. 



On-the-job Training 

Each area team holds weekly meetings, during which the mem- 
bers discuss new patients and the team director offers guidance 
both on specific cases and general mental health procedures. The 
team director also meets with the other members individually. 
Once a month the agency holds a “regional staffing” in Prestons- 
burg, the headquarters city, borrowing for the occasion the Sun- 
day School room of the Presbyterian Church. 

The program attempts to improve the performance of the entire 
staff. It opens at 9 a.m. with a warm-up period, the responsibility 
for which goes to a different team each month. “Many of our 
people are almost strangers to one another,” Stai says, “so we try 
to have some kind of activity that loosens people up and gets them 
comfortable with one another. It may range from a silly game to a 
songfest.” Last time, somebody brought five pumpkins. The staff, 
except the psychologists, was divided into five teams, and each 
team spent 15 minutes carving its pumpkin according to some 
diagnostic category. Then it was up to the psychologists to diag- 
nose the pumpkins. 

The executive director spends the next hour discussing adminis- 
trative matters. The bulk of the day, from 10 :30 until 3, is given 
over to the “regional staff development program,” during which 
senior staff members lead discussions on such subjects as how to 
handle suicidal persons, how to use role-playing in the group, and 
how to be an effective consultant in the school system 



Why the Mobile Team Approach Failed 



• . . _ ^ ntal health services throughout 

thl ® Appalachia, Stai decided in 1968— after consulting 

with NIMH and State officials— to set up what he called a psychi- 
atnc mobile team. He saw it as maximizing the availability of 
scarce and expensive mental health professionals both to the giv- 
ers of service— the members of the area teams— and the receivers 
of service. 



*The mobile team’s membership comprised the psychiatrist a 
supervising social worker, a psychologist, and a medical records 
librarian serving also as a secretary. 

The psychiatrist, as head of the team, would develop treatment 
plans for patients, assign patients to members of the local and 
mobile teams, and schedule visits of the mobile team. The social 
worker would supervise and train members of the local staff. Su- 
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pervision would include help in the preparation of case histories 
for presentation to the psychiatrist. The psychologist would do 
diagnostic workups and provide consultation to other agencies and 
institutions. The medical records librarian, in addition to main- 
taining records, would handle the paperwork involved in such 
matters as making psychiatric evaluations for the agencies con- 
cerned with disability payments. 

Though theoretically in operation from early 1968 to early 1970, 
this plan never really worked. For one thing, office space being 
limited, members of the team could function only with great diffi- 
culty in the same place at the same time. For another, because 
they did not live close to one another ( could not, in a region of 
small towns, great distances, and housing shortages), members 
could rarely travel as a unit. 

Stai was concerned also because the area teams, waiting for the 
arrival of visiting professionals, postponed day-to-day decisions 
and thus remained largely dependent. 

All attempts to visit local offices as a team or even in smaller 
groups have been dropped. And the scheduling of visits of central 
o s staff is no longer done by the medical director, or by anyone 
else in the central office. It is done by local teams. “We still have 
the same staffing pattern,” Stai comments, “but we call these peo- 

mor,tal health specialists and send them on their way as indi- 
viduals.” 

To strengthen local resDonsibility still further and to standard- 
ize procedures throughout the region, Stai set up the Supervisory- 
Executive Council, which comprises the three area team directors 
and all central staff officials except the executive director and the 
medical director. These two were omitted in order to promote free 
discussion, including criticism. But one or both may be invited to 
attend Council meetings, which are held weekly. 

Stai and Atkinson report that the new system h .s made for 
better communications, for participative management, and for 
area team and individual responsibility. For six weeks after the 
turnover, the agency's efficiency— -as measured in patient-hours 
and m income — dropped. Then it rose above its former level. 

The Care and Treatment of Patients 

As in the typical urban mental health center, almost all the 
patients of this rural center are referred by a doctor or some other 
professional person or by another agency. The professional person 
is almost invariably a general practitioner, and the agency is most 

often the nearest office of Kentucky’s department of economic 
security. 
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As noted earlier, the demonstration project, which preceded the 
present agency, held monthly clinics with the help of a traveling 
team from Eastern State Hospital. Stai refers to these clinics as 
pill clinics --an attempt to maintain people outside the hospital 
by the use of medication. “To a large extent,” he continues, “the 
present outpatient clinics are also pill clinics. We are attempting 
to build in psychotherapeutic techniques but this is difficult— with 
a limited staff— when we have close to 1,000 patients and inter- 
view 100 new people every month.” 

Atkinson comments : 

“We are trying to work ourselves into a position where we can 
deal with mentai health problems before they become problems. 
Most of the people we run into now are people who have been 
chronically ill for years; some crisis precipitates a break, and we 
get involved. Individuals and agencies are testing us with the 
more chronic kinds of patients and the more severe types of be- 
avioral disorders. About the most we are able to offer at this 

?°\ n 7Z f ° r m ° St patients — is a medicine regimen that at least con- 
trols the symptomatic behavior. Not much insight or confronta- 
tion can be expected.” 

The procedure with a new patient or prospective patient is 

— Iy as , foIIows - He is interviewed by someone on the area 
team, all members of which— from mental health workers up— are 

r ?i St \ If immediate heIp is indicated, the therapist 
mself gives it to the extent possible or arranges for it through 

mem ^ r °J the team or throu * h another agency. Arrange- 
med . lcatlon are made through the psychiatrist or, when 
mmediate action seems necessary, through the team’s consulting 

cHnL ra pn Pr ^ tlt ^ ner ; J hG treatment P lan includes visits to the 

inrl L - + eC ^ ng thG effGCts 0f med ication and it often also 

natien?7 1S1 w f f° r prob l em - centered therapy. In some cases, the 
patient is asked to attend a day-care center. 

patients ^nd °i^ t p° dally “ nters in Pikeville, serving about 60 
patients and in Prestonsburg, serving about 55. A center at 

Paintsville, in the Team III area, will be opened when the agency 

can afford to staff it. A recent diagnosis of the day-care patients at 

mentlm? ton ? bu , r « c « nter . listed 19 as psychotic, 13 as neurotic, 10 
mentally retarded, 5 with personality disorders, 4 with organic 

vreer/rs. 88 alcohoiics - The *» «■ 

atte^th! °i^ e reS i 0n ' S trans P° rtati on problems, most patients 
attend the daily centers no more than once or twice a week 

though a few manage to get there more often. Attendance at each 

main center runs to 8 or 10 patients a day. About half of these are 
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picked up and taken home by driver-aides operating four-wheel- 
drive vehicles donated by the Berea Foundation. With the agency’s 
assistance, others manage to schedule transportation with drivers 
from Comprehensive Help, a program financed by the Office of 
Economic Opportunity. Who will be picked up on a given day 
depends partly on where he lives and partly on how the supervisor 
of the center thinks he will fit in with the group scheduled for that 
day. 

The day-care program has always been, in Stai’s words, “activ- 
ity oriented.” Patients have spent most of the day playing games, 
preparing lunch, cleaning up after lunch, talking, playing records, 
and working at various handcrafts. 

“Medicine is basically a pacification technique,” Atkinson com- 
ments. “Our day-care programs are designed toward activation. 
They are intended to get the patient activated, stimulated, aware 
of life, aware of people with other problems that are similar. 
Basically the idea is to get all the juices flowing again.” 

“We may find that all this activity is the best thing we can do,” 
Stai says, “but we are looking around — visiting other centers — 
trying to get ideas that will help us become more therapeutically 
oriented.” 

A delegation from Mountain Mental Health Services recently 
visited the Temple University Mental Health Center in Philadel- 
phia and came back impressed with that agency’s day-hospitaliza- 
tion program.* Some of the practices observed there, including the 
election of officers, patient responsibility for much of the program, 
and the use of groups for discussion as well as activities, are 
beginning to be tried by the Kentucky center. Also, patients and 
staff personnel alike are beginning to be referred to as “members” 
and the day center as the “house.” 

Klein, at the Prestonsburg center, mentions a very withdrawn 
woman who had been treated at the clinic for several months 
before being assigned to day care. When the program was mainly 
a “free-for-all,” he says, this patient, Nellie, would “just kind of 
float free — just hide.” Now, elected secretary to the house group 
that meets Thursdays, she and the other officers are to run morn- 
ing and afternoon “meetings” and select and guide the lunch, 
maintenance, and activities committees for the day. Even one 
meeting under the new program seems to have helped. All the 
patients had been asked to become aware of other patients’ hang- 
ups and problems, as well as of their own, and to be ready to 
point them out. They had been asked to think, too, of what was 
good and healthy in other people and themselves. On the first day, 
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a number of them ventured their opinions of Nellie. She seemed 
shocked to learn that she was considered withdrawn. She and 
others were surprised, too, when they made a comment or asked a 
question and found that the staff members were keeping quiet, 
waiting for responses from the group. 

From now on,” Klein says, ‘‘behavior problem are going to be 
criterioned by the group process. It is going to be more difficult to 
say to a person, ‘You’re acting strangely,’ unless there is some 
kind of consensus in the house that day about the behavior of that 
person. He adds that what a staff member has regarded as odd 
behavior has generally been regarded as odd by the others also. 

Mountain Mental Health Services has found Kentucky people 
unusually reluctant to talk about personal problems except to 
members of the family. This reluctance has impeded the few at- 
tempts at group therapy made by the outpatient clinics and per- 
haps lessened the effectiveness of the day-care program. Neverthe- 
less, patients get to know one another quite well during the 
months they attend a center. They become aware of the problems 
each has brought with him and they may even, eventually, talk 
about these problems. Even though there has been little group 
therapy so far in the usual sense, the day-care patients have 
drawn strength from being members of a group. The new ap- 
proach, it is hoped, will help speed the realization that a person 
wivh a problem may not depend entirely on a doctor, social 
worker, or nurse but must do something himself to help solve it. 

Between outpatient clinic and day-care center, there is continu- 
ous interaction. Almost all day-care patients have been referred by 
the clinic, and may still go there for individual therapy and medi- 
cation checkups. The team director and the day-care supervisor 
consult daily or more often in person or by phone. Therapists 
from the chnic are often assigned to the center either for general 
help with the activities or for work with one or two individuals. 

Patients assigned to day care usually attend four or five months 
at the most. Until recently, discharge depended upon a decision 
either by the psychiatrist or by two or more of the other members 
2 tea ™‘ The new Policy is to put the question to the day-care 

^ed b Th^ h T Se ^!ii AS thiS is Written ’ one case has bee » consid- 
ered— that of a middle-aged woman who had been in the Pikeville 

fta°v vl ° r tW ° m ? n 1 t . hs and felt that she had become well enough to 
y home, especially since it was winter and she had to care for 

"trf 7 ? e * r ° Up agreed she should ^ave. A patient 
discharged from day care often continues with the outpatient 

clinic, checking in with it every two or three months. 

hnlnttfr *f. gin ” ing Jtai had proposed a wide extension of day 
hospitalization benefits through the combined services of a visiting 
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psychiatric nurse and of the persons, to be found in any small 
community, who seem to be natural-born helpers. “Out in the 
country, 5 ' he says, “there is usually some family that is taking care 
of people — the soft-shoulder-to-cry-on type. There is somebody in 
the neighborhood that people tend to go to. We wanted to take a 
nurse and have her work with such families who lived in close 
proximity to a patient, or several patients. The families in turn 
would see that the patient stayed on his medication, and maybe 
they would do some group activity planning. They would use a 
person’s house, or a church, or a country store. 

“But NIMH p ople wouldn’t accept this proposal,” Stai contin- 
ues, “because it is pretty far distant from a medical model for 
partial hospitalization. They did agree that if we set up a more 
urban prototype model, we could do some of this other stuff on the 
side. As it developed, we have never had the staff to do both.” 

The idea has not been shelved permanently. 

Further information on the care and treatment of patients, 
including an elaboration of the part played by medical men, is 

given in the sections describing visits to some of the center’s 
facilities. 

Trip to Pikeville 

From Prestonsburg, the administrative center of Mountain 
Mental Health Services, to Pikeville, where half the caseload is 
served, is 35 miles up the Big Sandy River. The Big Sandy flows 
Northwest at this point, so “up” means Southeast. It is 35 miles, 
that is, when US Route 23 is open all the way, which it isn’t and 
won’t be for many months. Highway crews are widening it from 
two lanes to four, and the additional two lanes are being blasted 
from the mountain. The detour, by way of a one-track suspension 
ridge high over the river, runs to almost 65 miles and 90 minutes. 
It can be shortened by winding back to Route 23 after a while, 
over another one-track bridge, and taking a chance on not being 
eld up by the blasting. (When Executive Director Stai goes to 
Pikeville from his home near 23, ten miles down, he has no choice 
but to fight his way through. One recent morning he left home at 
7:30 to keep a 10 o’clock appointment and barely made it. He is 
moving to Prestonsburg.) 

For scenery on the detour there are the hills and mountains, 
covered now with the soft yellows and browns of late fall except 
here and there, high up, where miners have stripped the land. 
Communities, miles apart, are small collections of houses and 
stores. In many yards sit little piles of coal. Near one town a creek 
flows around— and through— a couple of old automobiles,^.*- 
bicycle, a refrigerator ; the bed is lumpy also with cans and tires ; 
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along the water, paper plates and sandwich wrappings are caught 
in low-hanging branches. (Atkinson thinks the littering can be 
explained by depression: general depression — psychological as 
well as economic.) In a low, wide spot between the hills stands a 
processing plant of the Island Creek Coal Co. — a complex of cylin- 
drical structures, stacks, and piping, with smoke hanging over 
the. and coal moving down to them through covered runways 
from i hillside mine. Small stretches of bottomland have been 
plowed. Big red trucks load at a coal dock. Coal cars are lined up 
on a C&O spur for a quarter of a mile. In the gray stone through 
which the road cuts at one point runs a foot-wide seam of glisten- 
ing black rock — coal. At the foot of a hill across the road from a 
neat white house, a man clears a drainage ditch of mud and coal 
washed down by the latest rain. 

Unguided, a stranger would often miss such manifestations of 
the region’s prime industry. His eyes more id >ly would be on the 
hills, which, despite the activity on and within them, seem for the 
most part primeval. More than by mines he would be struck by the 
little burying grounds, every few miles, their gravestones ar- 
ranged in a roughly circular pattern, high on a hill. 

The narrow bridge leading into town bears a splendid sign: 
“Pikeville, All American City,” a title awarded it in 1966 for such 
achievements as building modern water and sewage systems and a 
new elementary school, improving the streets, raising the salaries 
of city employees, supporting the library, and instituting a tax on 
payrolls and profits to increase municipal income. The business 
section seems badly crowded and somewhat dingy. A glance at the 
map suggests why. This town of 6,000 is hemmed between the 
mountains and the river, which at this point makes a horseshoe 
curve. Most of the town lies along the inner edge of the horseshoe, 
and the railroad and the highway run right through town. 

Better days are coming. Under its Model Cities Plan, major 
improvements both in community services and in the physical 
environment are being or will be made. In the most spectacular of 
these, a cut is to be blasted through the mountains at the neck of 
the horseshoe and the river diverted through it, thus eliminating 
the horseshoe. Also into this new man-made valley will go the 
highway and the railroad. Besides easing traffic problems and 
removing the threat of flood, the project will enrich the commu- 
nity with more than 200 acres of one of the region’s scarcest 
resources — flat land. 

Among the projects already under way is one directly affecting 
Mountain Mental Health Services — a 7-story addition to the Meth- 
odist Hospital. By virtue of a $1.7 million construction grant from 
NIMH, one floor of this will serve as the center’s chief inpatient 
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facility, and another floor will provide 10 offices for the Pikeville 
outpatient clinic and space for the day-care c inter. 

The hospital is a widespreading, two-story, brick structure, 
with extensive window space, located on the outskirts of town at 
the head of a hollow. Like most of the other hospitals in the 
region, it was built by the United Mine Workers’ Welfare and 
Retirement Fund, and it is still often referred to locally as “the 
old miners’ hospital”. Some years ago, all the miners’ hospitals 
were transferred to other agencies, with which the Fund contracts 
for services. 

While the addition is being built alongside, the hospital itself is 
being renovated, so the mental health outpatient clinic finds itself 
squeezed into four rooms, half its accustomed space. Conferences 
must sometimes be held in the corridor. 

The Use of Doctors 

Mental health workers and other team members serve as eyes 
and ears for the center’s psychiatrist. This explains how Moun- 
tain Mental Health Services has been able to operate with only one 
psychiatrist, currently one— Dr. Bland— who can spend only two 
days a week in the region. 

After a staff member has interviewed a patient, he discusses his 
information with the team director and decides with him whether 
or not to present it to the psychiatrist. The decision is affirmative 
in all those cases — the great majority — considered a possibility for 
medication, and in some others. 

The psychiatrist’s day at a clinic is “doctor day.” In Pikeville it 
is Friday. On that day the staff generally has 15 or 20 new pa- 
tients to present and at least as many old ones it would like the 
psychiatrist to see again. The psychiatrist is briefed on each case, 
sees the patient, and decides on the medication, if any. He may ask 
the therapist for more information, and invariably he offers 
advice, such as what direction to take in counseling, what to look 
out for, and when to have the patient return. 

Sometime during the day or, more likely, in the evening, the 
psychiatrist visits inmates in the county jail whom the mental 
health team has been asked to help. One recent night these in- 
cluded a man who had walked into the Public Assistance office a 
few days before and said he was going to blow it up because it 
hadn’t put him on welfare. On an earlier Friday, on referral from 
the same office, the same man had gone to the clinic and been 
judged paranoiac. But he had walked out before the doctor could 
see him. Without a doctor’s examination, the clinic was unable to 
certify him as sick, and without such certification the Public As- 
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sistance office could not put him on its rolls. Now he was in jail, 
where the psychiatrist saw him late in the evening of doctor day, 
prescribed medication, and left a memo for the area team director! 

Each week in Pikeville there is a second doctor day, on Wednes- 
day, when the team’s medical consultant— Dr. F. H. Hodges, an 
internist in Pike County for many years, comes in for two hours 
to consider cases and issue prescriptions. The other area teams 
have a similar practice. Most of the patients scheduled for 
Wednesdays have been on the rolls for some time and are taking 
tranquilizers or antidepressants originally prescribed by a psychi- 
atrist at the clinic or at Eastern State Hospital. If a patient seems 
to be doing well, the therapist copies the original prescription for 
the doctor's signature. The doctor questions the therapist and may 
ask to talk to the patient himself ; he will almost certainly do so if 
the patient is new to him. Where there is a problem, the therapist 
explains it, and the prescription is written by the doctor. 

What about emergencies on days no physician is scheduled? 
We use our consultant,” answers Stanton, the team captain. “If it 
is an old patient, we know what was prescribed in the past. If 
we’ve never seen the patient, we try to get some information from 
a family doctor. Occasionally Dr. Hodges admits patients to the 
local hospital for us and treats them himself.” One night recently 
the city police picked up a 17-year-old married girl they’d found 
wandering around, acting queerly, and brought her to the hospital. 
An obstetrician she had been seeing had her admitted and asked 
Stanton for a consultation. She had taken an overdose of a tran- 
quilizer. After learning some of her troubles, Stanton advised the 
doctor she was a suicidal risk and ought to be seen by the Center’s 
psychiatrist. She is now an outpatient. 

On each non-doctor day— a therapy day, the team calls it— the 
team director thinks each therapist should see between four and 
six patients. “They are not seeing that many now,” he remarks, 
because we have 10 people altogether and four offices, so everyone 
has to share an office and shuffle. But each patient that is seen by 
a doctor on a doctor day for a prescription we try to see sometime 
m between— to check on whether or not the medication is being 
taken, offer supportive psychotherapy, and help with any kind of 
amily situation. Chronic, long-term patients on tranquilizers may 
be seen once a month, or just once every two or three months, 
ratients on anti-depressants we like to see every two weeks, which 
is hard to do. On the other hand, we see some patients once a week 
and some more often. It all depends on what we consider an 

appropriate form of treatment — appropriate for what we can de- 
liver.” 
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Programs for Children 

As the executive director sees it, the Center does “a lousy job in 
reaching kids.” An NIMH review team has told him that in many 
of the mental health centers across the country about 45 percent 
of the patients are children and young people. But in Mountain 
Mental Health Services the proportion is “probably 5 percent.” 
Here he and his clinical coordinator discuss the problem. 

Stai. We are not sure why this situation exists. We know the 
children are out there. But how to get to them is something we 
really don't understand as yet. We meet resistance in the school 
system, in the parents. . . . 

Atkinson. In the schools it runs like this : “Why should I stick 
my neck out for the child to get mental health services when the 
parents are not really interested — when they are embarrassed or 
for some other reason are not taking the child there themselves?” 
When we first opened an office in Paintsville, the school office sent 
us the names of 26 children who needed services. So we asked if 
the parents knew the children were being referred, and the school 
said: “No — we thought you would take care of that.” We felt it 
was the school's responsibility. For one thing, none of us wanted 
to get shot at, just as the teachers don't want to get shot at — that 
is, get people angry at them. For another thing, we wanted to 
involve the schools in the helping process. If they have identified a 
problem, they should talk about it first with the parents. . . . 

Stai. I don't think we have learned to play ball very well in 
somebody else’s ballpark. We continually talk with the teachers, 
and we are making some headway : we have some school contracts 
in operation. 

Atkinson (speaking of his talks to Pike County teachers' groups 
when he was director of Area Team II). I was always well re- 
ceived and there was always interest but very little follow-up. I 
think it was here that part of the clumsiness in approach came in. 
I really don't think there was sufficient follow-up on my part or 
the staff. Taking the teachers’ initial reaction at face value, I 
expected children to be referred in droves, but they weren’t. Some 
of the reasons were pretty complex. We almost have to talk about 
the political situation. The school systems comprise one of the 
largest payrolls. There is a large patronage system. I think that 
over the years it has led people to nonconfronting attitudes. You 
don't tend to make people angry unless it's a pretty severe kind of 
situation. ... In some areas of the country there is some sophisti- 
cation about the receiving of mental health services. But here if 
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you go to a mental health clinic you are regarded as either crazy 
or poor. 

As one step toward reaching more of the region’s troubled chil- 
dren, the agency recently engaged Mrs. Cathy Tarry, a former 
teacher, as guidance counselor. She has a master’s degree in edu- 
cation from the University of Alabama, where she specialized in 
the education of disturbed children. Mrs. Tarry, assigned to Pike 
County, is seeing a dozen children on an individual basis, and is 
trying to help a number of other children by working through 
their teachers. Children are seen only if parents have signed a 
permission form and agreed to come to the clinic and to help with 
the treatment. The caseload is expected to grow as the schools 
become increasingly aware that the center now has a specialist in 
children's problems. 

Mrs. Tarry is surprised at the extent of truancy. It makes her 
think there may be something unpleasant about the schools. Here 
she and Stanton discuss a youngster who will be coming to the 
clinic in a few hours. 

Mrs. Tarry. This child is very bright, extremely intelligent, 10 
years of age. This is interesting. I see mostly boys. This school 
system requires very docile behavior, and many psychologists be- 
lieve that this is more easily attained by girls. . . . So I see mostly 
boys and I see them usually at age 10. This child is very tense, 
very anxious, hating school, not going to school, very disgusted ; 
with his teachers. The first day he was here, he was saying that 
this one teacher has a very bad attitude. So I said, “What is 
attitude?” and he told me that it is the total person, and it is the 
way he treats you. He said, “You know, she is not very under- 
standing, she makes a big thing out of a little thing.” He just went 
on and on describing this teacher and how he hates school. And I 
asked him what his plans were for himself and what is the alter- i 
native — “Are you just going to sit at home?” And he said he 
didn't know what his plans were and that was why he was here * 

and I was the therapist and he was the patient. I just cracked up. } 

I know I should have kept my cool, but that for some reason j 

impressed me, and he laughed too. ... He has been raised by a ] 

very hard-working coal miner (an older brother of the boy’s j 

father, now dead). He and his wife are trying to do the best they j 

can with the child. f 

Stanton. The child is very analytical : everything you tell him he f 

takes apart and then reconstructs. It is very interesting to watch j 

his mind work. He has a great deal of insight, and you don’t treat j 

him like a child: you just talk to him. It is very easy to see him as \ 

a human being rather than as a child. When you set up alterna- | 

tives for him, he can choose the weaker and stronger points. Now, 
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I thought we had really made progress with him because we got 
the kid back in school and I thought I had convinced him that 
people could never really get his mind because it was inside his 
head and it was his. But then the aunt called today and said he 
was crying and sick at his stomach and won’t go to school. . . . 

The center's children's services also include help with the orga- 
nization and activities of Teens Who Care, a nationwide system of 
clubs to interest high school students in volunteering for commu- 
nity service and in considering careers in mental health and re- 
lated fields. Currently the center is working with such clubs in 
Pikeville and in Paintsville. The Paintsville club is credited with 
having guided half a dozen troubled youngsters to the center’s 
outpatient clinic in that town. 

Expansion of Children’s Services 

As in other rural areas, eastern Kentucky has few organized 
recreational activities for children. The Area I team plans to help 
meet the need for such activities, which are considered useful in 
the prevention of mental health problems, by opening its day-care 
center, in Prestonsburg, to youngsters on weekends. The program 
is to include moving pictures and games. Certain day-care mem- 
bers will be asked to help supervise the program in the expectation 
that such activity will be therapeutic for members. 

The agency's over-all plans for expansion, reported later, in- 
clude the hiring of a children's psychiatrist to develop a program 
of children's services throughout the region. 

Menial Retardation 

The center is considerably expanding its work in this field, 
aided by grants from the Model Cities program in Pikeville to pay 
the rent for a mental retardation center in that city and from 
DHEW to pay salaries of the project's staff and to buy some 
vocational rehabilitation equipment. The director and assistant 
director of the mental retardation program are both natives of the 
region, and both are working for advanced degrees, one in guid- 
ance counseling and one in clinical psychology. 

Under the plans, from 12 to 20 adults classified as either moder- 
ately or severely retarded will be trained in needed skills at an 
activities center, actually a school, to be open five days a week. The 
skills to be taught will range from how to tie shoes and comb hair 
— if that is what the retarded persons need training in — to how to 
get along with other people under various circumstances and how 
to follow directions. Some students will be trained for simple jobs 
in the community. Others will be graduated into Pikeville's shel- 
tered workshop, expected to be developed within two years. 
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“In a way, our project will be like a day-care center for the 
retarded,” says Stai. But it won’t be like some we have come 
across baby-sitting centers that get people in and never get them 
out. Wc don’t want to get stuck with the same 12 persons year 
after year. We are trying to develop a system under which people 
graduate from one level to another.” 

Besides the grants mentioned, some financial help may come 
from the county, the State welfare agency, and the State-Federal 
vocational rehabilitation program, which is expected to pay the 
mental retardation center in some cases for evaluating a person’s 
work potential and in some cases also for training him. 

Stai’s agency also gives some help to programs for retarded 
children, from 5 to 18. In two of the region’s counties, Magoffin 
and Martin, county associations for mental retardation operate 
such programs every school day. The associations administer the 
programs and hire the teachers ; the center provides consultation 
and testing services. Classes are held in Methodist church parson- 
ages. Food for lunches comes from the school system. 

Alcoholism 

Almost from the beginning the center has had a part time 
alcoholism Program Coordinator charged with establishing AA 
and related groups, counseling alcoholics, and directing an educa- 
tional program on alcoholism. The coordinator studied at the 
School for the Studies of Alcohol, Rutgers. Under a $62,000 grant 
from NIMH late in 1970, this position has become fulltime, and 
the agency is hiring five alcoholism counselors — one for each coun- 
ty to assist him. They will work with alcoholics both individually 
and in groups. Agency officials say alcoholism is a serious problem 
in this legally dry region but probably no more so than in many 
other sections. 

Mentally III People in Jail 

In the five counties served by Mountain Mental Health Services, 
the jail is still the principal holding place for mental patients and 

will remain so until after the agency’s inpatient facility has been 
completed and staffed. 

Ten or 12 persons with obvious mental health problems are 
being held in the region’s jails on any given day. Some of these 
have been brought in on insanity warrants, resulting from com- 
plaints by relatives; others have been charged with criminal of- 
fenses. All are held in jail until it has been decided whether to 
send them to Eastern State Hospital or treat them locally. 

In the agency s efforts to make these people one of its concerns. 
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staff members visit the jails daily — or at least check with sheriffs, 
jailers, and health officers — and the psychiatrist drops in weekly 
on the patients in the Pike County jail, which holds half of the 
total. It was a mental health worker from Area Team II, making 
his daily visit, who talked with the bomb-scare man and recom- 
mended psychiatric attention. And it was the agency’s psychiatrist 
who prescribed a drug and recommended that the center arrange 
with the county attorney and the jailer to have the man attend the 
day-care center. The psychiatrist often does this. “Why don’t you 
keep him for a while and see how he does on his medication,” he 
tells the team director or the day-care supervisor. “And if you 
don’t think you can handle him, or if he doesn’t improve, then 
send him on to the hospital.” 

One time when Atkinson was checking the Pike County Jail, he 
met an elderly man who had run away from Eastern State Hospi- 
tal after 38 years and made his way back to Pike County, which 
had been home. Now there was no place open to him but the jail ; 
he would have to return to the hospital. Atkinson thought it a 
pity, and jail and hospital officials agreed. So Roberta Slone, a 
mental health worker on Team II, scouted around and came up 
with a good alternatives a comfortable home with a warm-hearted 
family and also something for old Ed to do if he liked — help with 
the garden and the livestock. The county Mental Health Associa- 
tion chipped in to pay Ed’s board till the hospital’s community 
placement program, which has NIMH support, could take over. Ed 
seems happy, and the State is saving an estimated $3,000 a year on 
his upkeep. Mrs. Slone has since placed two other patients with 
the same family. 

The center does not claim that it ministers to every jailed 
person who could benefit from its help. Staff members tell ruefully 
of a deaf and dumb teen-age boy, considered retarded, who mo- 
lested a girl, was arrested, and sent to the State hospital before 
the agency, then in its first year, knew anything about the case. 
Sometime later he was returned to the jail, again without the 
agency’s knowledge, and spent the better nart of two years there 
before receiving a hearing — and before it was made clear to him 
that the girl was not dead, as he had believed, and that he was not 
a murderer. The agency does believe that its relationship with the 
law enforcement system has become increasingly satisfactory. Re- 
cently it sponsored a forum on the region’s mental health problems 
for the benefit in particular of members of this system. The forum 
included discussions of mental health laws, psychiatric emergen- 
cies, and the functions of Mountain Mental Health Services. Held 
at the lodge in Jenny Wiley State Park, outside Prestonsburg, it 
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was attended by a dozen judges, sheriffs, county attorneys, police 
officers, and State mental health officials. 7 

Public Information and Education 

A 15-minute radio program called “Mental Health and You” is 
earned on each of four stations, two in Prestonsburg and two in 

i eville. Arranged by John E. Mason, the center’s administra- 
tive and community coordinator, it covers such subjects as alcohol- 
ic” 1 ’ drug abuse, the meaning of mental health, and the work of 
Mountain Mental Health Services. Frequently the program is a 
dialogue or an interview. In the instance of Area Team III the 
regions fifth station, in Paintsville, recently supplanted’ the 
monthly program with a weekly, twenty-minute program ar- 
ranged and presented by members of that team. It also began 
earrymg frequent spot announcements, with two new ones pro- 
vi e d each week, about the agency's work and aims. Mason hopes 
the other teams will arrange for similar programs in their area. 

Relations between the center and the region’s four weekly 
newspapers are excellent, probably because Mason called on each 
editor, found out when and in what form copy should be submit- 
ted, and promised not to feel aggrieved if something were left out 
News items are invariably carried, and weekly educational re- 
leasesabout mental health problems are carried more often than 
ntmt^ releases ’ 1 prepared with the help of materials from 

thlt ma 7 h ? T S °. UrCeS ’ are accom P an ied by a statement 

that further information is available through the local or central 

office of Mountain Mental Health Services. So, as Mason points 
out, every time a release appears, at least some people are re- 
minded that the center exists. 

The center believes that its best promoters have been its pa- 

,° r „ er P atlents > particularly those who were sent to 
Eastern State Hospital before local services had been established. 

A few of these former patierts have even set themselves up, in 
their neighborhoods and their families— meaning everyone related 
to them— as recruiting agents for the center and as liaison be- 
tween center and community. They ask a troubled person: “Why 
do you keep going over there to the doctor? Why don’t you go to 
the mental health clinic?” Then they call the clinic and say: 
This woman has a problem. ... Do you think you can see her?” 
The agency estimates that each professional on the staff aver- 
ages one day a week in consultative services. These are still 
largely on an informal basis: a general practitioner wants to talk 
to a team director about a disturbed patient, a lawyer calls in 
about a client who thinks he wants a divorce but who, the lawyer 
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suspects, has a problem for which divorce isn’t the best answer ; a 
school principal asks how to handle one of his students. 



EASTERN KENTUCKY SYNDROME: A DISCUSSION 

Mountain Mental Health Services encounters many cases of 
“Eastern Kentucky Syndrome,” a condition characterized by mod- 
erate depression, aches and pains, rapid heart beats, and spells in 
qftiich the patient feels he is being smothered. It is the agency’s 
most frustrating clinical problem. In this section, three staff mem- 
bers — Stai, executive director, Atkinson, clinical coordinator, and 
Stanton, director of Area Team II — discuss its causes and treat- 
ment. 

Atkinson. One kind of case that we get all the time is a man 
who has usually been a miner somewhere in the area — between 25 
and 50 years old — who has recently had some kind of injury in the 
mines and won’t qualify for public assistance on disability because 
he wasn’t hurt badly enough physically. But he has “bad nerves.” 
He will come to us on referral to see if there is something wrong 
enough mentally or emotionally so that he could qualify for Work- 
men’s Compensation, or Social Security, or a miner’s pension, or 
Public Assistance. This kind of person is seen first by some mem- 
ber of the staff and then by Dr. Bland. We usually find a combina- 
tion of depression, anxiety, and a number of physical symptoms 
associated with nerves — complaints of headaches, back pain, 
numbness, upset stomach. . . . 

Stai. This isn’t peculiar to eastern Kentucky — except for the 
term. The same thing occurs in the Texas oil fields and anywhere 
there is a high-risk occupation. 

Atkinson. The doctor prescribes some sort of medication to re- 
lieve anxiety or depression or both, and we try to see them once 
weekly. What happens usually is that in the beginning they turn 
into a compensation neurosis — they are going to be rewarded for 
being sick if they are sick enough, so they are trying harder to be 
sick, unconsciously or subconsciously. They need to be sick in 
order to get the money from Public Assistance or whatever. If we 
get these people right at the beginning, we can try to ignore their 
physical symptoms and get away from some of these vague fears 
and push them to a new possibility of employment. 

We feel that they are afraid to go back in the mines. They may 
be afraid to go back to work in general. Maybe they are afraid of 
a lot of things. Maybe they are afraid their role as a man is 
threatened — as the head of his family, the provider. They don’t 
want to go back to work, but they need some kind of reason to 
explain why they can’t go back to work. Well, we don’t want to 
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challenge their symptoms; we don’t want to say “Nothing is 
wrong with you.” If we say that, it might make their symptoms 
come out even stronger and in a sense make them feel sicker. 

What we do want to do is to direct their attention away from 
their symptoms and away from their fear of going back to the 
mines or whatever; then send them to vocational rehab for train- 
ing m some other occupation. Or we suggest to them that perhaps 
they could do something else or get some different kind of a job 

We are not very successful, very often, as far as getting them 
back to work is concerned. . . 

Sometimes we’ll want to avoid helping a person get his compen- 
s 1 n or public assistance or whatever until we have tried every 

£°®® lb . e aVGnUe him back int0 shape ’ beca use once the com- 

pensation comes through, it is really difficult to help him improve 

abou^l^amonih" ° f * family of four *■ 

Stanton. I’ve seen this in a number of cases. They start getting 
better and you can talk to them about -you’re doin/so we lfyo "! 
do,ng s° much better, that I think we can start seeing about 
lping you get another job or another way to earn your living ” 

ter 7^ r don ’ t K-a to come here anymore.” And short* 
after that, they get as sick as can be and develop all kinds of 

emriVhel]f ” d ** anxiety Ievel goes wa y “P- They are threat- 

mifl?'v, I>e fi! laPS S ° me kmd of guaranteed minimum annual income 
might be the answer. We think there has to be a change in the 

system, because the system as it is now in eastern Kentucky does 

make people get sick. One of the surest ways of making a liviW 

tu“a„ 8 d t tf k ° r diSaWed b6CaUSe th ™ -TwTob opZ 
paMon brth b hT i ar n mMt i y ” mining - a very hazardous occu- 

Cho ce itt eithJe ^ y an u psychol °8 ically - So there is little 
__ • frt +U 18 th that you be a bl & strong adequate male who can 

you'be ‘l mmeS day ^ day aft6r day ° r > f0r Peopt that 

The few cases where there has been some definite success are 

havpT haV - G T? rk ^ d V7ith over a Ion S Period of time. Usually they 

social contact * CGnter and have been saturated with 

social contact, supportiveness, with acceptance, with a lot of 

roS“f„So°r U k Bh A Wit d h " 0Ut th - 8 rtoptoms and'about 
which is a very difficult "l handllag the compensation neurosis, 
Tuy hal tohaTet™ tl S 6 .* 0 handIe ’ And in the meantime a 

L y dXatienUs „oTve;; b ‘° " V6 ° n ‘ ™ rate "*h this 

Atkinson. At least it is not big considering the proportion of 
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men who turn out to be productive. There is a better success rate 
in getting them back to the father role and manliness and a reaf- 
fiimation of the social role in the community and acceptance of the 
symptomatology on the part of the patient. . . . 

If there were more jobs and job training, it would be a big help. 
The jobs are no good without the training. Many of the people 
have little education — close to a third can’t read or write — and 
there is little vocational training in the public schools. So just 
bringing in jobs is not the whole answer: there has to be a long 
educational process. The technology of the mines has improved, so 
there are jobs open for highly skilled or skilled types of people. As 
for other jobs, there aren’t very many open. 

Stai. Year after yc^r many people have been trained by the 
manpower organization and by vocational rehabilitation, but they 
are trained for jobs that don’t exist in eastern Kentucky. The 
expectation is that the man will leave the area. But he doesn’t stay 
away very long. A while back I was talking to one of the voca- 
tional rehabilitation people. They have eastern Kentucky men who 
have been trained, quite well, for six or seven or eight different 
kinds of jobs. So they will go away for a while and come back and 
take a “retrain” for something else. But it is usually something 
that is not available where he lives or where he wants to make his 
life. It is not a very good way to spend money. They are trained 
here for jobs they can only find by leaving. And it is here in these 
hills that so many of them want to live. 

Atkinson. The most absurd example of that is the husband of a 
womar I work with. The husband was being paid to take training 
at a government training program. Many guys will make their 
living for short periods of time by being a trainee or by being paid 
while going to school, or whatever. So when one training program 
ends, they have to look around for another training program. 
Well, this guy was being trained to work in agriculture, but there 
are so few farms here that a guy who is trained in agriculture is 
going to be laughed at. . . . He told me that when this program 
ended and his check stopped coming in, he was going to Detroit 
and try to get a job on an assembly line. . . . 

So there is little reason economically to get a guy better. You 
build him up. You get him to the point where, hopefully, he will 
benefit by training and get a job. And then there is so little to 
offer. What is more realistic many times is to help him to adjust to 
an inadequate system without being so incapacitated himself that 
he fills the role of a sick man. After he gets his compensation or 
whatever it happens to be, many times the mental health worker 
or other therapist will find ways of helping this fellow to function 
as an adequate man, starting very simply with things like disci- 
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plining the children. What we do is to help the husband and the 
wife find ways in the home to get him again to be an adequate 
kind of a figure. Even driving. One of the things we worked on at 
length with one man was getting him to the point where he could 
drive in and his wife wouldn’t have to bring him into the day-care 
center. This was a major step forward. This was something he 
could do as a man for himself. 

Stei. The whole coal issue is being reexamined. The big fight 
seems to be whether there should or should not be a severance tax 
on the only natural resource that eastern Kentucky has to offer. 
One side argues that the profits seem to be going out of the area 
and not back into the school systems, for instance — that the profits 
don’t service the area. 

The Big Sandy Development Commission has been fairly suc- 
cessful at getting seme new industries in here and working with 
social and educational agencies. I think people are beginning to get 
more interested in cultural series at the colleges and in adult 
education classes. The social clubs seem to be getting more and 
more interested in the kinds of activities that will upgrade the 
region. The Big Sandy Development Commission recently brought 
in one big industry — American Standard, which sits between 
Prestonsburg and Paintsville. A shoe factory has come in within 
the last few years. There is the road construction and the hospital 
construction, which are temporary major industries. And the 
Model Cities program is a major industry. 

Atkinson. One of the ironic situations is that there are so many 
things that need to be done in the area of social service, medical 
service, the educational system. And there are so many bodies 
needing work. Yet they are not trained to meet the needs. We have 
lots of unemployment, and we have a lot of work that needs to be 
done, and we haven’t gotten the two together. This is one of the 
things that we do in a small way in the day-care centers. These 
people need services that can’t be provided by building another 
building or building a road; they need help that can only come 
from other people. 

PATIENTS AT A DAY-CARE CENTER 

The day-care center of Area Team II has its quarters in the 
basement of an attractive white-shingled house identified by a 
plaque on the door as Heritage House, the headquarters of the 
Pikeville Woman’s Club. 

The basement is entered from outside. A quick walk through the 
day-care center one recent morning showed a dozen persons en- 
gaged in a variety of activities in a long, panelled, homelike room. 
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At one end a young man was fitting together parts of a birdhouse 
while a tall, older man watched, expressionless. At the other end, 
two women were taking things from a cupboard; nearby stood a 
sink, kitchen range, and refrigerator. At one of the tables ar- 
ranged down the middle of the room, a rather heavy woman in a 
purple dress was setting up a game of Chinese checkers; at an- 
other, several men and women, seated, were making Christmas 
decorations. A young man with a fancy vest and a vivid tie stood 
watching. An attractive woman in a tight miniskirt sat on a couch 
along the wall opposite the entrance, fumbling through a sewing 
bag. Across the room and not then in use were an ironing board, a 
hair dryer, and a bicycle-like exercising machine. 

It was a pleasant scene with only one untoward note. As the 
visitors left, the tall, older man who was watching anothei man 
assemble a birdhouse turned away and stared into each visitor’s 
face with troubled, questioning eyes. 

Late that afternoon, when the patients — or members, as they 
are beginning to be called — had gone home, Pamela Brewer and 
Lottie Dixon, members of the staff, discussed some of them as well 
as some of those who come in on other days. Mrs. Brewer, who 
was a surgical nurse at Methodist Hospital when the Center 
opened, is day-care supervisor for Area Team II ; Mrs. Dixon, a 
widow, works at the day-care center as an aide and a driver. 
Atkinson took part in some of the discussions, which are summa- 
rized below. Where the discussions are reported in dialogue, the 
three phrticipants are identified as Nurse, Aide, and Clinical Coor- 
dinator. Patients’ names and some details have been changed. 

The Injured Miner 

Plunkett Moss, one of the persons making Christmas decora- 
tions, had been referred to Mountain Mental Health Services by a 
physician w’ho wanted him placed under observation to determine 
if he really did experience the somatic troubles he complained 
about. A miner in his early 50’s, Moss had been knocked uncons- 
cious by a falling beam and taken to a hospital. Diagnosis : a slight 
concussion. From his physician’s view, he apparently recovered 
satisfactorily. But every time he started to go back to the mine, he 
got sick to the stomach. Soon he was too nervous to eat or sleep 
well. Then he found himself unable to drive a car, or even to pick 
out what clothes to wear. He complained of an aching, swollen 
face, of stomach pain, of spells when he thought he was going to 
smother . His doctor sent him to a neurologist in Pike County, to 
the University of Kentucky Medical Center, in Lexington, and to 
Johns Hopkins. There was possibly some damage, the specialists 
said, but it could not be verified by any known test. 
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The outpatient clinic prescribed a tranquilizer, for the relief of 
his manifest anxiety, and entered him in the day-care center, 
which he began attending every day. “He was such a nice man,” 
lecalls Mrs. Brewer, “and so convincing. He convinced us that his 
face often was swollen, and I still think it was. There would be 
some edema on the side opposite where he had been hit, and a little 
flushing. And then we would say, ‘We can see this, Plunkett. This 
is true.’ We had a terrible time getting him on anything to relieve 
his anxiety. It took about six months to get him stabilized on the 
kind of medicine he could function on.” 

What did she, operating a day-care center, have to do with 
medicine? 

“I’m a nurse, and we give out medicine on the doctor’s orders. 
The medical consultant comes here every Wednesday afternoon 
and sees the patients who are on medication. We watch the pa- 
tients and see if they are responding, or if the medicine should be 
changed, and tell the doctor.” 

As the miner got better, he built birdhouses at the center, did 
some quilting, and painted pictures. Since he enjoyed working 
with other people, the center used him as a sort of co-therapist. 

Also, as he got better, Mrs. Brewer and other members of the 
Pikeville mental health team began suspecting they were dealing 
with a case of the infamous Eastern Kentucky Syndrome. Mem- 
bers of the demonstration project had encountered it, but Plun- 
kett’s was the first such case dealt with by the successor agency. 
“It hadn’t dawned on me,” says the nurse. “He was so convincing, 
and such a nice fellow. But what we’d been doing was just sup- 
porting him in those symptoms.” Suspicions became certainty 
when the miner gently but stubbornly, in both individual and 
group therapy, resisted all suggestions that he was ready to be 
discharged from treatment. 

Plunkett’s was different from most cases of the syndrome, in 
the experience of this agency, because he began improving be/ore 
his Social Security disability was approved. He had even made up 
his mind that if the payments didn’t come through, he would go 
back to the mine and try to get a job as watchman, outside ; he 
didn’t think he would ever go back in. But even after he had very 
gradually reduced his attendance at the center from five days a 
week to one day a month, he found it almost impossible to break 
the connection. He’d say he was making furniture at home, or that 
he was doing his garden, and that he was fine. But if it was all 
right he would like to stay on at the center a couple of more times 
because “I’m just afraid I ir.i^ht have another one of those spells.” 
Finally Mrs. Brewer suggested that as long as he felt all right, he 
should stay home, and any time he didn’t feel all right, he could 
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call up the clinic and make an appointment to come in. That was 
six months ago. He said he’d drop by the next month, but he 
didn’t. He had come in for the first time that morning, after 
driving his wife to town for a day’s shopping, because he wanted 
to renew acquaintances. He seemed great. 

Could he support himself now? “He could if he worked long 
enough,’’ the nurse said. “But now he has Social Security, so he 
really can’t work.’’ 

The Woman With Schizophrenia 

The day-care center is rarely so calm as it seems to +he quick 
visitor. For example, the first day Barbara Strike attended she 
began crying when she saw men as well as women coming in. 
Then she hollered, “I’m afraid someone is going to rape me !” and 
ran outside. 

Barbara is the woman in the tight mini-skirt. She had been 
admitted to Eastern State Hospital three years earlier at the re- 
quest of her husband, owner of a small business in a community 
near Pikeville, and been diagnosed as schizophrenic. Some months 
after Barbara’s return, her doctor put her in Methodist Hospital 
and asked Mountain Mental Health Services for help. She thus 
became one of the new center’s first patients. It worked to find 
medication that would help prevent the frequent fiareups, saw her 
husband and her in marital counseling, and asked her to attend 
the day-care center. She was discharged from the center, got along 
reasonably well with her husband and four child v*'—- one of whom 
has a deformed leg — for a year, had several ei'^wes, and is back 
now. “She hadn’t been getting any worse, really,” the nurse said. 
“It was just that her episodes were coming a little more often. The 
clinic felt that she ought to come back to keep from getting really 
sick, as in the beginning.” 

Barbara’s problems started after the birth of her first child, the 
one with a deformity. “She resents him very much”, Mrs. Brewer 
said, “yet she tells you how much she loves him and what a good 
mother she is. She also tells you how much she likes to cook. One 
of her jobs here is to plan the meals two days a week and make 
out the grocery list; she says she really likes to do things like that. 
But the way she goes about it— SLAM, BANG, BANG; You ask 
her if she really likes to do this and she says, ‘Oh, I love to.’ It is 
very difficult to get the truth out of her. But now we are depend- 
ing more on the group — letting the patients more or less use group 
pressure, and it has helped. She tells the group, ‘You know, I was 
sick, but I’m not sick now.’ And you can see the patients looking at 
her and showing what they are thinking: ‘You are certainly not 
well.’ ” 
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Two Troubled Men 

The man in the fancy vest, it developed, had joined the group 
when, for a week or two, the only other patients in it were women. 
"At that time he was the most wonderful thing that could have 
happened to us,” the nurse relates. "We had some really bad schiz- 
ophrenic women who would sit around looking glum and with- 
drawn. And he would come in and pick up the guitar and start 
playing. And the women would start patting their feet and they 
would start fixing themselves up a little even though they were 
married. Just having him here gave them a little incentive. He 
just ate it up. It is a little hard f^r him now, because there are 
other men — a lot of competition, so he keeps telling me to tell the 
doctor that he’s sick and needs to go back to the hospital. He said 
it to me the other day in group, and I told him to ask the group 
what they thought. They jumped on him. ‘What do you want to go 
back to the hospital for? ‘You are no sicker than I am!’ ‘You’re 
supposed to be trying to stay out of the hospital instead of trying 
to go back !' 

"Since then he feels much better ; hasn’t mentioned the hospital 
once. He is accepted.” 

This man is considered to have a personality disorder. Whether 
or not anything can be done beyond saving him from being insti- 
tutionalized, the Pikeville mental health team isn’t sure. 

Another member of this day-care center isn’t attending sessions 
just now; he's in jail. In fact, John is often in jail, on one charge 
or another, and he has been in Eastern State Hospital a number of 
times. Along the line his trouble has been diagnosed as epilepsy, 
alcoholism, and personality disorder. The mental health team has 
had several unhappy contacts with him. Once, for example, it 
helped get him released from jail on condition that he attend the 
day-care center regularly. Instead he dropped from sight, took too 
much phenobarbital (which had been prescribed for him, along 
with Dilantan and Elavil), followed it with alcohol, and went out 
and smashed three automobile windshields with his fists. 

One day four months ago, Dr. Bland, making his weekly visit to 
the jail, found that John had been locked up again, this time for 
threatening to kill his wife and children, beating up his next door 
neighbor, and writing bad checks — all of which John said he 
didn't remember because he had blacked out. On Dr. Blands re- 
commendation, the Pikeville team arranged to have John brought 
to the day-care center every morning and returned to the jail 
every afternoon. 

Though John often displayed flashes of temper, he seemed to be 
getting along fairly well. One morning recently he received per- 
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mission to go up the block to buy cigarettes provided he return in 
five minutes. When he finally got back an hour later, he smelled of 
alcohol. (This part of Kentucky is legally dry, but liquor run in 
from other sections and from West Virginia can \>e obtained, as 
well as some moonshine.) Mrs. Brewer asked the group what it 
thought of his behavior. John said his behavior was his own 
damned business. The group pitched into him, saying that every- 
body was there to get help and that he wasn’t helping himself or 
anybody else by going out and running around. Maybe, several 
members said, he really shouldn’t be there. If they felt that way, 
John said, they should send him back to jail. “Send him back!” 
said one man, described as the meekest in the group, and others 
echoed him. So the nurse ordered him returned. 

Back in jail, John took the aluminum piece torn from a pop can 
and cut his wrists. Then he asked the jailer to call the clinic — not 
the day-care center. 

The cuts, as usual — this was the eighth or ninth time John had 
done the same thing — were superficial and did not require stitches. 
The mental health worker who regularly visits the clinic checks on 
John every day. But Mrs. Brewer, with the approval of the area 
team's director, has not been to see him, “because I would only be 
supporting him in his behavior.” And he has not been brought 
back to the day-care center because the other members say he is 
too upsetting. “But it is hard,” Mrs. Brewer said, “and deep down 
I am bothered about him. It really shook me up when they said he 
cut his wrists. I don't know what’s going to happen to him.” 

One thing that's going to happen is a complete neurological 
examination at the University of Kentucky Medical Center, for 
which Mrs. Brewer helped arrange. Shortly before his latest flare- 
up, John gave her $80 to hold for him. He said he had won it 
gambling with drunks one weekend at the jail. It is to go for any 
possible legal fees in connection with getting him released for the 
Lexington trip. 

A i Pocket 9 of Cases 

The heavy woman in the purple dress was Mrs. Lillian James, a 
divorcee, about 40, who was living on public assistance. She had 
been diagnosed as borderline retarded, with a schizoid personality 
with depressive overtones. Mrs. Brewer first heard of her when 
the clinic telephoned one morning and asked her to come pick up a 
patient. So she left the day-care group go to the bowling alley as 
planned, with her assistants, and drove to the clinic. 

Nurse. There she was. No bra. And one of those knit shirts, like 
a man's undershirt. . . . Her zipper undone. Her hair in long 
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curls. And I thought, “Thank heaven I came to get her myself ” I 
told her we were going bowling today; and she said, “Oh, I have 
never been bowling.” And I said, “But first we have some things to 
o. So we stopped and got her a brassiere and a comb and some 
other things and we came down here to the center and got her 
fixed up. Then we joined the group at the bowling alley. 

Aide. We feel almost useless sometimes. But her family doctor 
says we have done a great deal. For one thing, she is now much 
better groomed when she goes to his office. 

Nurse j. And she does go out by herself. She does walk to the 

alone Th 8 W&S ° n6 ° f ^ sicknesses: she was afraid to go out 



Aide She used to have all sorts of physical complaints and kept 
going from one doctor to another. Now when her legs are hurting 
and she feels like they are going to give way, it's because she 
hasn t taken her pills or because something has upset her; it isn’t 
that she s had a stroke. She will go along with this. And if her 
stomach hurts, it doesn't mean she has ulcers. Or if she has a 
headache, that she has a brain tumor. But before— she was just in 
and out of hospitals, about two years. 

Clinical Coordinator. She was in a hospital when we first saw 

her. Her latest doctor had admitted her to Methodist Hospital and 

—l think out of desperation— asked if there was anything we 
could do. 



Nurse. He was concerned about the boy, too. Going on 11 and 
still sleeping with his mother! She couldn’t see anything wrong 
with that. She slept with her Mommy and Daddy, too, even when 
she was pregnant the first time and her husband was in the Army 
Now Ted has his own room and sleeps there. 

Clinical Coordinator. The guidance counselor is seeing him. He's 

a little slow in school, but certainly not retarded, and a behavior 
problem. 

Nurse. We're working on Lillian to let him go to camp. We'll get 
hold of the money somewhere. 

ClmieaX Coordinator. Sometimes we have “pockets” of patients 
We have Lillian, and now Ted, and one of the first patients I saw 
rr fi u came here three years ago was a younger cousin of hers. 
He d been referred because he was very dependent- didn’t know 
what to do, or where to go. No one to support him. He was in his 
twenties and needing to be learning how to do for himself. So I 
was trying to help, and he was making progress. Then he broke off 
when I refused to sign a bank note with him. I had to sign so he 
could have money and get married. If I wouldn't sign, he wouldn't 
come back. I really felt bad about losing him. The next time I saw 
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him was two weeks ago, in the hospital at McDowell — one of our 
affiliated hospitals in Floyd County. He was in the waiting room, 
and I walked over and said, “Well, Desmond, how are you doing?” 
And he said, “Well, I am doing fine. I am now waiting for my wife 
to have her second baby.” He has two or three jobs — in a gas 
station and a grocery store and I think doing jdnitorial work in 
some office building. How he managed it, I don’t know. But 1 still 
feel that signing that bank note would have been wrong. 

The Worried Husband 

Nurse (taking a “paint-by-number” seascape from wall over 
sink). Here's something Walter did. He’s another of our Eastern 
Kentucky Syndrome patients. (He had been working on a bird- 
house that morning.) 

Clinical Coordinator. Imagine Walter doing this ! He used to be 
very shaky. 

Nurse. He is still nervous. You can tell that by looking at some 
of the fine lines here. But he holds his wrist steady with his left 
hand and goes to work. He says : “It is all a matter of wanting to 
do it. If you want to do it, you can. The longer I paint on one of 
these, the less nervous I am.” After an hour or two he can do it 
without holding his wrist. 

Clinical Coordinator. After his accident — it wasn’t too serious 
— Walter hadn’t felt able to work. When we first saw him a year 
later, he was very depressed about his inability to function as a 
man — to provide for his family, to make decisions for the family, 
and to function sexually. Or even to drive a car. The psychiatrist 
assigned him to the day* care center — wanted him in a situation 
where there’d be some pressure on him to socialize instead of just 
sitting home brooding about his loss of function. 

Nurse. He was such a harmless, sweet, worried guy. You just 
felt like petting him. 

Clinical Coordinator. After some months he began taking more 
of an interest in the center’s activities, and in other things. 

Nurse. He brought a driver’s manual here — he had lost his 
license and had to take another examination — and went over it 
and over it. He asked for help in getting into vocational training 
school. 

Clinical Coordinator . His powers returned. That brought a 
slight problem. 

Nurse. His wife had decided she didn’t want to take any more 
birth control pills. He felt he oughtn’t to push matters because she 
might get pregnant, and they already had two children. But he got 
to the point where he was telling people here he didn’t think he 







could stand it. Two of the college students who were working here 

m the summer decided that this man had to have help. So they 

talked him into using a contraceptive and bought him some. Well, 

we had a nursing school student here for the summer from Berea. 

She was getting her degree in psychiatric nursing. The next time 

Walter was scheduled to come here, she was the one who was 

picking up the patients. Walter got in the car, and she said, 

Hell ?l Wa l ter ’ how are y° u today?” He said, “I’m fine. I’ve got 
my wife under control.” 

,.j l ™ ical c °° rdi n a tor. There’s been a lot of marital conflict. She 
didn t want him to go to vocational rehab school. 



Nurse. No, she wanted him at home. She was afraid. So he got 
another house, right near the road, where she could catch a ridr to 
the grocery store and see people. And he got a telephone so if she 
ever needed help, she could ask for it. 

Clinical Coordinator . I'm convinced if it hadn’t been for the 
mental health center, Walter would have been a victim of Eastern 
Kentucky Syndrome the rest of his life. He was already on public 

assistance because, after the accident, somebody diagnosed him as 
epileptic. 



Nurse. When he came here, he was on phenobarb, chloral hy- 
drate, and Darvon twice a day for his headaches. Plus he was 
taking liquor. Now he is taking nothing but 25-miligram Thora- 
zine, now and then when he is all tense. He never had epilepsy he 

had a chronic ear infection. And his temperature was so high he 
would have convulsions. Vocational rehab agreed to pay for his 
ear surgery, so his ear was rebuilt; he has 80 percent return of his 
hearing. You wouldn’t believe the change in him. 

Aide. He isn’t as likable as he used to be. 



Nurse. Right. He’s sort of arrogant. But he’s well— or anyway 
very much better. He still hasn’t passed that driver’s test. He says 
it was just his nervousness when he got there, because he really 
did know the answers. He’s going to pass next time, he’s sure. 

Clinical Coordinator. This is an indication of what it may be 

like when he goes to school. We need to follow him closely. One of 

our problems is that we get a person ready physically and men- 

,, J jf or some service l then when he goes, such anxiety is created 
that he regresses. 



What about that older man with the troubled eyes— the one 
who d been watching Walter that morning and had turned away to 
stare into the eyes of each visitor ? 



He had just been brought in from the jail, Mrs. Brewer said He 
was the man who had threatened to blow up the Public Assistance 
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A SESSION AT WEEKSBURY 

Weeksbury, where Area Team I of Mountain Mental Health 
Services operates a combined outpatient clinic and day-care center 
every Tuesday, lies between steep hills up the left fork of Beaver 
Creek about 80 twisting miles southwest of Prestonsburg, the 
team's headquarters. The coal company that owned the town 
moved out some years ago. Company offices and other facilities are 
disintegrating, but the little houses were sold to the miners 
occupying them and appear to be well kept. A sign near a railroad 
crossing says: “Weeksbury— Award-Winning Community 1970. 
Northeast Kentucky Mountain Community Development Associa- 
tion.” 

A few hundred yards along a narrow, broken road into a hollow, 
a visitor comes upon one of the reasons for the award: a square, 
one-story building of green-painted concrete blocks— the Weeks- 
bury Community Clubhouse. It stands at the foot of a hill across 
the creek from the road. A path to one side leads a short way up 
the hill to a privy. Much farther up is a cemetery. In a depression 
along the creek, downstream from the clubhouse, stands Weeks- 
bury Park, with swings, seesaws, and a ballfield. 

Inside, the clubhouse is large, bright, and even cheerful in spite 
of the concrete floor and walls. The furnishings comprise, mainly, 
a jukebox in one corner, a desk and a blackboard up front, and a 
scatter of folding chairs. An American flag is draped against one 
wall, a calendar hangs from another. A flowerpot on the desk 
holds artificial lilies. People are standing around, in little groups, 
talking. Jim Klein, day-care supervisor at Prestonsburg, is saying 
something to a pale young man with long sideburns. Chalmer 
Howard, the mental health worker who had heard about the new 
center while he was in Viet Nam, is listening to a large, worried- 
looking, middle-aged woman who is accompanied by a large, cheer- 
ful-looking, younger man. 

A slim white-haired man with a ruddy complexion leaves one of 
the groups and introduces himself to the newcomers — Tim Atkin- 
son, from the central office, and the reporter. He plays the git - ar 
on the radio, he says, and also at the Free Baptist Church. He has 
a son who plays, too. The man's mother is in the hospital and has 
just had a pacemaker put in her. He has a little retarded boy at 
home no bigger than this— he holds his hands about 18 inches 
apart. 

Jim calls for everyone to find chairs and join the group. We sit 
in a big circle. There are 10 patients. 

Jim opens the meeting by introducing the idea of self-govern- 
ment. He says the people in the day-care center at Prestonsburg 
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elect officers each morning and kind of run the place. The idea 
here would be to give everybody a say in what is done — “of course 
with the advice of Chalmer and myself as to what we can do, but 
voting on it m a democratic way. It would be pretty much up to 
you electing officers and then running a meeting like this, doing 
some business, deciding what needs to be done; and often maybe 
extending the program ; and maybe later having some dues, 15 or 
20 cents a week, and eventually buying things to use here, every- 
thing from Rook cards to food and coffee.” He asks them to think 
about whether or not they are willing to accept the responsibility. 

Then Jim turns to the man with the long sideburns, whom he 
addresses as Wylie. It comes out later that Wylie, who is about 30, 
lives at home with his parents and several brothers and sisters. He 
once worked in the mines but got dizzy spells and almost fainted, 
so he quit. He has a stomach complaint. When a doctor referred 
him to the mental health center’s outpatient clinic in Prestons- 
burg, he was thin and shaky. In the Prestonsburg day-care center, 
at first, he would walk up and down with an unsteady gait, and 
appear on the verge of fainting; he said he couldn’t stand crowds 
Jim How long, Wylie, have you to chinking about this idea of 

going to vocational rehabilitation ui? 

Wylie. Well, I ve tried and trie i iyt about five years, I guess. 

Jim. What’s been the holdup? 

Wylie. I don’t know. 

Jim. Well, how often did you go down (to the vocational rehabil- 
itation office in Prestonsburg) ? 

Wylie. I tried to go down every day. 

Jim. What if your job demanded that you leave the area. Would 
you be willing to pull up stakes and move out? 

Wylie. Yes. 

Jim. That sound of interest to you, Charles— that idea of pulling 
up stakes ? 

Charles (a thin young man, about the same age as Wylie; he 

^’^ a f St0m T a , ch ^Plaint). I’m trying to get into vocational 
rehabilitation Im going to start tomorrow. And when I first 
s arted going to this mental health, they would try to get me in 
again and they didn’t have anything open at that time and they 
would call me if they did have another space. 

Jim. And they never got around to calling. 

Charles. Nope that was about 2 years ago. 

Jvm. Well, I think that’s about par for the course Matt you 

pteyerT ed ** thing ’ didn>t y ° U? (Matt ls the * uitar 
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Matt. About seven or eight years ago. 

Jim. Because I called the woman in the office on it and she said 
they destroyed or threw out records after one year. And she said 
she had no record of any applications. I think she has so many 
hang-ups there — I think she is handling about 500 applications for 
vocational rehabilitation. I think the only way it could be done — 
remember Troy — you know, he was right down there hammering 
at the door, and once he was accepted. But then the classes were 
too full. Well, he was right down there every week banging at the 
door and sitting there and saying, “Well, has anybody else 
dropped out?” And, “Have you got any room for me?” Unfortun- 
ately, they weren't ready soon enough and Troy took off and went 
back to Michigan to work. (To Wylie) Do you really think you 
could put up with some kind of training? 

Wylie. I believe Fd feel better if there was something I could do. 

Jim. How about yourself, Charles? 

Charles. Well, I don’t know whether Fd feel up to it or not. But 
Fd try it. You can always try a thing once. 

Jim. Do you think your feeling weak at times and everything 
would throw a block in your way of completing it successfully? 

Charles. Well, if I could find some work, it might be that I could 
build myself up, and keep on a little bit at a time. 

Matt. The rough thing is that sometimes in winter time you 
can't get out and you'd be waiting at home all the time. 

Jim. There’s a lot of truth to that. Just look at what we are 
already experiencing with Comprehensive Help. Some of their ve- 
hicles are broken down, so about four people aren’t here today. 
(Comprehensive Health as noted earlier, is an antipoverty pro- 
gram funded by the Office of Economic Opportunity. In the region 
served by Mountain Mental Health Services it has been trying, 
among other things, to meet emergency needs for transportation 
and medical help. It has carried a number of the agency's patients 
to clinics and day-care centers. I'm sure with winter coming it is 
just going to get worse again — not being able to get back in and 
get some of the people out, and they will be staying at home all the 
more. Dorothy, do you get out much ? 

Dorothy (a young woman in a blue suit). No, not really. I guess 
up here is the only place I go. I don't have a driver's license. I 
could walk, but there's no place to go. 

Chalmer. Have you started working on your driver’s license? 

Dorothy. I sure have.. You got to learn the rules first, you know. 
I really want to be able to drive well. I had to get over a scare I 
had a long time ago. 
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Matt. You know, I want to get a license too, Jim. Mother has 
been very, very serious. I’ve been setting up, and this and that and 
trying to help her .... 

Jim. This Matt here, he would like to speak just a minute. 

Matt (addressing the visitors). Well, it’s on my mind — some 
little words about the hospital and this mental health place. It has 
been my only grace — the hospital never was. We need more 'like 
’em, we need more social workers. In our clinic, I think you few 
people have done a wonderful job. When I needed help, they 
helped. They helped me at the hospital. I can’t hardly put my 
expression in it. If everybody felt the way I did — I was really sick, 
nervous. With all my love from the top to the bottom of my heart I 
give the best regards to the mental health, the hospital, the work- 
ers, and all the staff, too. . . . When you are in trouble, you need 
help; when you're sick, especially. And a lot of things I don’t do. 
There is nobody perfect here on earth— only one man perfect and 
that was Jesus. And they crucified Him and they done everything 
to Him. . . . Here in my heart, that’s where the faith is — here in 
my heart for the mental health. . . . 

Jim. You are one of our biggest publicity agents, Matt — that’s 
all there is to it. You just like to talk, too. 

Matt. No, that’s serious. I wanted to put my expression to it. I 
would like to let the world know what the social workers and the 
mental health workers are doing to help us. I am not doing that to 
biag on myself. I mean that from my heart. 

Jim. I know. (Turns to another patient.) Caroline, how do you 
feel about that? Any change in the way you have been feeling 
since you have been coming down here, the past three or four 
weeks now? 

Caroline (a young Negro woman who has been in the State 
hospital several times but not since becoming a patient of the 
mental health center, a year ago). Yes, better. 

Jim. What do you think is your biggest problem right now? 

Caroline. Nothing, now. I'm taking pills and I’m feeling all 
right now. 

Jim. And what happens if you get off your pills? 

Caroline . Nothing much, just my nerves, nothing. 

Jim. Well, something happened a couple of weeks ago. Your 
parents were getting ready to take you off down to the hospital. 

Caroline. My nerves were getting upset again. . . . 

Jim. As long as you take your pills and talk to us here about 
your problems at home, Caroline, do you think that helps? 

Caroline. Uh, huh. 
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Jim. I know you and Charles had about the same kind of prob- 
lems when we talked together the other week. Remember how he 
was talking about how he gets along at home sometimes— the 
thmgs he does? How he gets all frustrated at the other members 
of the family when the television is going on too loud or they have 
the radio on too loud? Have things been happening to you again? 

Caroline. No. I don't look at the TV too much. I go up and 
visit — 

Jim. Why do you do that, Caroline? 

Caroline. To keep my mind occupied. 

Jim. Does it help to get out of the house and away from your 
dad and mom and the others? 

Caroline. Yes. . . . 

Jim. What is your feeling about the program, Wylie? 

Wylie. I think it is a perfect place. When I came here, I only 
weighed 125 pounds, now I weigh about 165. 

Jim. Has it helped you to understand your own feelings a little 
more? 

Wylie. ?ou bet. But I don't like a crowd of people. 

Jim (to tall, black-haired man). Dave, what were the advan- 
tages or disadvantages of going to Prestonsburg before we opened 
in Wheelwright and then here? 

Dave. When we were going to Prestonsburg, it was a time just 
trying to gather everybody up. Some would be up here in Weeks- 
bury and some would be up at Jack's Creek, and by the time we 
got to Prestonsburg, it was almost time to come back. 

Chalmer. What made up your mind to keep going even though it 
was so hard to get there? 

Dave. Well, you got to keep on trying. Otherwise I'd just be up 
at the house lying in the bed. 

Jane (the large, worried-looking woman). I would just say if it 
hadn t been for you all, I guess my son — I guess I would have lost 
him, because you all know the shape he were in when you all seen 
him, ’cause you all were talking about sending him to a hospital. 

. . . And so it was a near miracle. And they gave him a shot and 
some pills and sent him back home. . . . These nerve capsules the 
doctor gave him, they wouldn’t do him any good whatever — the 
pills wouldn t do him any good — till we got fixed with you all. 

Jim. Lester, what do you think about what your mother is 
saying? 

Lester (the large young man). I think what she is saying is 
true. 

Jane. Of course I did feel a little afraid, but lately I'm not a bit 
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scared about him walking down to the neighbor’s house. I know he 
takes his medicine. And why ? Because he listens to you all. 

Jim. Why do you listen to us, Lester. 

Lester Because I am feeling better. I don’t have the fits now— I 
used to take those nerve pills. I guess it’s been about a year now. 

Jane. I really appreciate it more than anybody in the world. 

/m. The thing is, Jane, you can’t always be so overprotective. 
You can t always be around to take care of Lester, you know. 

Jane. Yes, I have always been good to him. 

Jim. Yes, but you aren’t going to be here forever. 

Jane. Well, he scared me when he went on the highway, but 
somehow I went and got him out of the road. I bet there were 
more than 15 cars come along. 

Jim. Well, that’s good. But, Lester, do you like your mother to 
be so concerned about you — watch over you so much? 

Jane. Yes — 

That’s all right, Jane. Lester and I can talk. Do you think 

7* om wat ches over you too much, Lester? Do you like that 

that she takes such care of you ? 

Lester. Yes, I do. 

Jim. What I am wondering about is when your mother dies will 
you be able to take care of yourself? 

Lester. I don’t know about that. 

Jim. That is what I think is important, too, Lester. She is not 
always going to be around to take care ot you, so you will have to 
start doing things without mother telling you— take care of your- 
self the house, things that you will have to do whether or not your 
mother is around. Do you understand that, Lester? 

Jane. Yes, he understands. 

Jim. He can answer me, Jane. Do you understand, Lester? 

Lester. Yeah, I understand. The trouble is I never had to take 
care of myself or anything. 

Jim. Well, I think you are going to have to start one of these 
fw y ° Ur mom is going to die soon or anything like 

house bUt ^ tak6S a While t0 gGt accustomed to taking care of the 

Lester. I don’t believe I could. 

Jim. How about building a fire? 

Lester. Yep, I can build a fire. 

Jim. Can you wash clothes? 

Lester. Nope. 
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Jim. Without food and without clothes, how long are you going 
to last ? 

Lester. I guess Fll be dead in a month. (Laughter) 

Jim. Do you bring the coal in ? 

Lester. Yeah, I take it in to keep from freezing. 

Jim. Well, that’s good enough. You don’t have to be told when to 
take it in. 

Lester. I help get the kindling in and the water. 

Jim. That is good. You don't have to be always told when to do 
it. That right, Jane? 

Jane. Yep, that’s right. Sometimes I have to tell him to go get 
the kindling. He’s not afraid to go to sleep. He was told by the 
doctors not to always sleep, and now I say, “go get some water or 
get some kindling,” and I say, “you’re not laying down on that bed 
now.” 

Jim. Have you been able to eat anything, Lester? 

Lester. Yep, I been able to eat right good. (Everybody laughs 
except Jane.) 

At this point, the visitors had to leave. One of the patients who 
had refused to be drawn into the earlier discussions then said 
(Klein reported the next day) : “Let's get back to this voting 
business.” So they had talked about it for half an hour, till 12 :30, 
the consensus being that, yes, the group should elect officers and 
run its own affairs. The question would be discussed again the 
following week. Then the group had broken up, and for another 
hour or so members had spoken privately to Klein or to Howard 
about matters they had considered too personal or too unimpor- 
tant to discuss in the group. This hour and a similar period begin- 
ning at 9 :30 in the morning, constitute the outpatient-clinic phase 
of the day. It includes the dispensing of medicine to those known 
to be running low and for whom a checkup by a doctor at the 
Prestonsburg clinic is not considered necessary. That morning, for 
example, Caroline had been given a refill of tranquilizers, for 
which her mother had paid with 100 pennies wrapped in a paper 
napkin. 

Persons in Need of Feeling Responsible 

Asked about Wylie and Charles, Klein said their interest in 
vocational training had surprised him because they had never 
before, in eight months, mentioned the subject. The day-care su- 
pervisor was inclined to think the weather was largely responsi- 
ble. “It was a miserable day, winter was coming, and they were 
going to be stuck in the house. They can't work in their gardens. 
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^ h ! y r Ch haVe 8 littIe patch of tobacco, and they can’t work i, 
that. They can’t what they call ‘gin’ around the house— you know 
get out and walk around and play horseshoes. They are reallj 
concerned. They are going to be stuck in the house, under th 
protective wing of somebody, all day long.” 

thp °" tT y b ^ Ck £°“ Weeksbu >-y. Tim Atkinson had expressed 
the same thought tha„ vocational training was beginning to look 

™ 1 7, g00d , as an alternative to spending the bleak eastern Ken- 
tucky winters cooped up at home. 

What could the center do for such persons? 
ein said he hoped it could help them develop dignity inde- 
pendent thinking, and, most of all, responsibility. They needed to 

£d rj7 t Sib ‘ e f0r . them3elve3 eyea * ‘^y lived at Lme. They 
„ Where they couldn ’‘ say they were staying 

home and doing this or not doing that because of somebody other 

nll m J' At present they were blamin » a lot of other 
She . h6y - ^ fu Ver rea “ y gotten ou ‘ of the house-never 
pendent.’’ XPerlenCe iS ““ te be a man and to be i"de- 

ter^Tu! 6 ’ 5 tr ° Ub -‘ e rf 3 Very similar ’ Jim said > “d so was Les- 
ter s. The woman in blue who wanted a driver’s license, he went 

on, was still primarily a patient of the Prestonsburg clinic as 

were some of the others. She was suffering from a depression, 

her 8 s U s den bereavement > and ‘be team director had asked 
of t£ f day ‘ ca f sessions as a means of helping her get out 
.... bou.e and into activities not concerned with family and 
children. She needed to feel she was somebody in hlrow right 

Working Without a Job 

Matt, the guitar player, Klein said, is “a beautiful guy” who has 
een diagnosed as schizophrenic and several times been in Eastern 
a e hospital ‘‘It’s unfortunate that the idea, the overall theory, 
mental health,” Klein said, “doesn’t adapt itself to the people! 
^ mental health down here, for example, ought not have to 
be considered mental health in New York or Chicago. And the 

rl e Hn W ? r Und ” Kl6in S6ems t0 feel that ^tt, considered in 
relation to the mountain culture, is much healthier than his his- 

y would suggest. Though he has never held a steady job, he is 

with^ne^TV? 6 helP f S >° Ut at a children ’ s day-care center, serves 
with one of the county s rescue squads and attends all its meet- 

mgs, is an active volunteer fireman, has a hand in other volunteer 

activities This is work to Matt,” said Jim. “He works an eight- 

hour day fulfilling service— for about six months; then everything 

seems to fall apart. He wants to get away from the whoL scene 

He gets angry at the children. He cusses his wife. So he just 
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leaves Maybe he’ll hitchhike to Chicago. He’s gone two weeks, and 
hw wife doesn t know where he is. He comes back and he feels 
good and he s ready to exist for another six months.” 

In addition to this off-normal behavior, as a reason for hospital- 
iza ion, Jim points out, Matt might have been considered delu- 
sional because of his religious haranguing. “He’s very pious, but 
on.y superficially. He sings. He’s on the radio. God is everything. 
God « wonderful. ‘God’ really covers up a lot of animosity.” It 
seems that Matt is often ill-treated by some of his relatives; some- 
times he’s even beaten. “He resents this, but he can’t be honest 
ith i himself. He just can’t be honest with anybody. Everybody is 

WW T e J: U u and good *” In some People’s eyes, too, Matt is consid- 
^l° rt dd , b ? US l he gathers pop bottles. This last year he collected 
20,000 of them from roadsides and creek banks and thus made 
several hundred extra dollars for his welfare-sustained family. 

To ease the situation at home, Klein is trying to persuade Matt 
and his wife to place their two-year-old retarded son in an institu- 

!? n ,;u e /l C . alls a CESe in his own a relative grown to 

adulthood, his mother dead, his father giving him fulltime care at 

home. So I can just see what they've got to go through. Unfor- 

^ n f f te ^ y .’ . they al ! feel about suffering in a very fatalistic way. 
Matt thinks he himself is to blame. He’s just loaded with guilt.” 
Klein hopes he can bring Matt to talk about it. 

QUESTIONS OF MONEY 

The center’s budget for 1970 was $322,000. About $132,000 
came from the NIMH staffing grant, $78,000 from the State de- 
P a rtment of mental health, and the balance from services. Money 
paid for services included approximately $60,000 from Medicaid 
(which pays at the rate of $16.80 per visit), $32,000 from a 
contract with the United Mine Workers Rehabilitation and Retire- 

ment Fund, $2,000 from school systems, and $5,000 from other 
agencies. 

With new and broader services, the budget is expected to rise in 
the near future to about $1.2 million. The expansion is already 

J. n programs ( a ) f° r alcoholics, financed mainly by a 
$62,000 staffing grant from NIMH, and (b) for mentally retarded 
persons, financed in large part by a staffing grant of $23,500 and a 
Mental Retardation Adult Activity grant of $35,000 from the Divi- 
sion of Social and Rehabilitation Service, DHEW. 

A considerable expansion of the general professional staff 
accounts for most of the rest of the projected increase, both in 
services offered and in money required. The center hopes to en- 
gage two fulltime psychiatrists to replace the present part-time 
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man. It also hopes to expand its admittedly weak children’s pro- 
gram by adding a children’s psychiatrist, also a supervisor and a 
teacher for a children's day-care (meaning partial hospitalization) 
program. The center sees a need as well for a psychologist with a 
Ph.D., several additional mental health workers, and eight more 
psychiatric nurses. The nurses would staff the center’s inpatient 
facility, and one of the psychiatrists would have to give much of 
his attention to the patients in this facility. 

Whether or not this planned expansion will be realized in the 
near future depends first of all on the fate of a requested new 
NIMH staffing grant totalling some $400,000 a year. The grant 
has been approved but not funded. The expansion depends also 
upon the center's ability to raise the non-Federal part of the 
budget. Stai expects to do this largely through increasing the 
income from services. While such income now accounts for 
roughly 35 percent of the budget, the executive director estimates 
that it soon can be increased to 45 percent and eventually to 60 or 
70 percent. He bases his estimate on three beliefs: 

• The income from expanded services will rise proportionately 
with the costs of providing these services. 

• The staff development program — which will be expanded as 
new professionals are added to the center's staff— will make the 
less experienced therapists more able and therefore more willing 
to handle patients themselves and to see them as often as neces- 
sary. Stai has noticed a tendency to schedule patients’ visits for 
hours when the psychiatrist is at hand ; consequently, services and 
income per therapist are less than they might be. 

• Some of the consultation services that are now being given 
without charge can be placed on a contractual basis. The main 
hope is for contracts with school systems and courts. 

Some members of the board of directors of Mountain Mental 
Health Services have expressed a little worry over*the center’s 
ability to handle its expanded budget when Federal support ends. 
They wonder if it is quite fair to bring professional workers into 
the region unless the center is sure for years ahead where their 
salaries are coming from. 

Stai is optimistic, and the Board, in spite of the expressed 
worry, supports him fully. He points out that under a recent 
Kentucky law, counties are permitted to support mental health 
services by imposing a real estate tax of up to four cents per $100 
» valuation. Such a tax throughout the center's catchment area 
would raise about $250,000, which, with income from services and 

support from the State, would enable the center to meet its ex- 
panded budget. 

The people of the five mountain counties would not approve a 
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mental health tax next year, Stai is sure, nor probably the year 
after. “But I don't think the situation is hopeless," he says. “We 
have about six years — before Federal support ends— to demon- 
strate to the communities that we offer a needed and reliable 
service. Direct services are absolutely necessary to demonstrate 
the value of a mental health center. With every month we are 
offering more of them to more people.” 

Staffing Grants: 04-H-000285, U4-H-000457-01 

Construction Grant : 

Grant to Predecessor Project: ROl MH 14974 
Date of Interview : November 1970 
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Operation Hope; 
Educating New Leaders 



Director: A. PAUL PARKS 

Operation Hope 

Los Angeles, California 
Prepared by.- GAY LUCE 



At a time when the voices of despair are registering with omi- 
nous clarity, a small project in Los Angeles is offering an antidote 
to the ugly waste of young people in urban ghettos. Operation 
Hope is an experimental training program in which 20 young men 
and women from Central and East Los Angeles are being helped 
through college, and encouraged to acquire the skills and creden- 
tials that may make them the new leaders in mental health profes- 
sions such as social work. The program provides a monthly sti- 
pend of $200, the sine qua non, which combined with parttime job 
income, permits the participants to study. Moreover, the three 
staff social workers, Director of Research, Administrative Assist- 
ant, and outside consultants of Operation Hope provide special 
courses, legal and psychological counseling, and assistance during 
nancial and family crises. These young people from the ghettos 
are likely to revitalize the mental health professions, at a time 
when welfare and social workers are often seen as middle-class 
visitors, as outsiders who are ineffectual and hated by ghetto resi- 
dents, and who seem incapable of devising programs that will 
attack the consequences of poverty and crowding. 

No neat formulae can be offered for selecting and educating 
ghetto residents, but the program evolved by Operation Hope of- 
fers a guideline that could be adapted to any city location. The 
impact of this program cannot be measured by statistics, since 
only a few participants have been funded, but the school perform- 
ance and careers of its trainees will be noticed in the next decade 
as these people become poverty lawyers, teachers, and mental 
health workers in the neighborhoods they know well. 

Background 

It is shocking to discover that close to one out of every six 
Americans lives in a poverty pocket, an island of hopelessness 
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surrounded by affluence. Innercity ghettos do not communicate 
with the “outside world” ; however, the young, who have grown up 
in an era of television, have seen the widely advertised wealth and 
“opportunity” that lies only a few miles away. For them it is as 
distant as Hawaii. These street-wise young people, who are old by 
21, know all the discrepancies between promise and actuality. 
They know that the promise of free education, of job opportunity, 
of legal equality differs' from the actuality they experience. They 
know that the ostensibly free clinic is a place where they are 
rudely treated, and where a sick man may suffer for many hours 
in a waiting line. If they are black or brown, they know they may 
be sent to jail while a white Anglo is set free for the identical 
offense. They may know of jobs, yet in a city like Los Angeles they 
cannot get to them because they do not own cars and there is 
virtually no public transportation. Many of these students are 
bright and do well in grammar school, but by high school they 
drop out as they begin to be inundated with financial and family 
problems. If they are spunky they are likely to be pushed out. 

Traditionally, the people who have tried to help have been sin- 
cere and hardworking social workers, people who still come from 
comfortable middle-class backgrounds and merely visit the ghetto, 
escaping to a clean quiet home each night. Despite their good 
intentions, social workers are inevitably seen as transient visitors, 
and hated by the people they aim to help. They are viewed as spies 
and purse wardens who enforce moralistic rules which have no 
relevance. At an early age many children conclude that the case- 
worker is merely snooping when he asks questions, ferreting out 
some misdemeanor or technicality that means the family will not 
get money. The familiar stipulation that welfare recipients would 
receive no money if an able-bodied man were in the house has 
created deceptions and family disruptions that have warped the 
lives of entire generations. The tragedy is typified by a girl in the 
program who fought and hated her mother throughout her life, 
and only later discovered that her father had been driven from the 
house by the welfare act, not by her mother. By that time she and 
her mother were permanently estranged. 

Under pressure and without outlet, despair, passivity, and with- 
drawal into multisubstance use, such as alcohol and dangerous 
drugs, are the inevitable concomitants of a life with ramified 
health problems, and perpetual family crises. Hundreds of thou- 
sands of potentially bright and creative youngsters are being 
warped and wasted. Ghetto existence cannot be patched. Today, 
ghetto youth live in an ironic vortex of history, marked by the 
threat of population growth, the exodus of middle-class families to 
the suburbs, inflation, and war. Ironically, the pressure is on the 
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young, themselves, to rebuild or create the institutions that will 
readmit the poor into the mainstream of American life, a life of 
decency and opportunity. Nobody else can do the job. 

Considerable institutional and social changes must be con- 
structed before this portion of the American people can partici- 
pate in its own future. At present there are no institutions that 
can fully supply city ghettos with the most basic necessities — good 
housing, health care, and education. The need is for change in 
institutions, policies or social organizations as they now exist. In a 
ynamic society institutions should change to meet changing 
needs. The question that faces our society is how to revitalize our 
institutions so that they maintain health and well-being. It seems 
improbable that these institutions can be fashioned by people who 
live far from the ghettos, and who know the problems only by 
reading. The hope for constructive institutional changes emanates 
trom within. Operation Hope was evolved to select potential lead- 
ers, and give these young people the instruments for institutional 
change, supplying them with the education that is the key to social 
participation. It is hoped that this program may lead to changes in 
the selection of personnel for the mental health fields. 

History 



Mr. A. Paul Parks, the originator and guiding spirit of Opera- 
tion Hope, came to Los Angeles with the conviction that his pro- 
fession of social work needed to be revitalized. An Easterner with 
a varied work experience, he had extensive experience in the field 
o drug addiction. He had conducted educational seminars for 
community physicians on the social implications of drug abuse. 
Like many of his associates, he began to see that drug addiction 
ana other major social problems could not be treated as if they 
were local ‘‘infections” that could be diagnosed and cured on an 
individual basis. The traditional medical approach is rarely rele- 
vant in the attempt to counter drug abuse. Drugs of all varieties 
have been the escape of people whose lives are intolerable through- 
out the centuries and in all countries of the world. Life is indeed 

th ® very P°° r and amount of patching can 
alter the fundamental trap or the isolation in which the poor, and 

particularly the black and brown minorities, now live. Neither 
preachment nor punishment can eradicate the alcoholism and drug 
use and other consequences of a degrading mode of living in a 
dishonoring environment. 

- hoping pro ^ ess * ons have not always given credence to the 
act that human behavior is adaptive and learned. This implies 
that each community participates in shaping the lives of its citi- 
zens and their behavior, m actuality, social work like many other 
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helping professions has often used its power and position to label 
behavior — an approach which does not produce the techniques 
that contribute to healthy reactions or change. In gaining status 
as a profession, social work in some settings has also moved fur- 
ther away from the people it originally set out to work with. 

In the early 1960's, social work groups were seeking new solu- 
tions to ferment in the ghetto, by recruiting and training local 
young people for social work. Mr. Parks moved West to join an 
agency known as Special Service for Groups, Inc., at a time when 
it was training gang leaders from Watts and East Los Angeles as 
social workers' aides. He arrived in Los Angeles on a hot August 
day in 1965, one day after general discontent had combined with 
heat of summer in the destructive insurrection that came to be 
known as the Watts riots. 

Watts is a remnant of a real estate tract in South Central Los 
Angeles, but the action that America remembers occurred west of 
Watts in an area housing some 400,000 people, 300,000 of them 
black. These people have no access to the resources of the larger 
city. Poor, they lack transportation, and are unable to work out- 
side their neighborhood. Thus, in their out-of-the-way enclave, 
they remain invisible to the affluent majority. Here, on a hot 
night a small incident with the police generated rumors and 
crowds that slowly swelled into a populace-police battle culminat- 
ing in the deaths of 34 persons and the destruction of millions of 
dollars in property. Watts became the predictive symbol, remind- 
ing Americans that poverty and racial oppression were hidden in 
the affluence, and that the problems of huge groups of American 
people were being neglected. The “Watts riot” announced that this 
double state could not exist any longer. Two years later Boyle 
Heights became the center for the development of new solutions, 
the headquarters for what is now Operation Hope. 

Location and Staff 

Roughly two miles from the modern Civic Center of downtown 
Los Angeles is an old barrio— Boyle Heights. With the adjacent 
neighborhoods of East Los Angeles and City Terrace, it houses 
about 180,000 people of whom 135,000 have Spanish surnames. 
Boyle Heights is bounded by freeways, an area of 150 blocks 
through which many waves of immigration have passed. Like a 
port of entry to the city, it has received successive waves of 
Russians, Serbians, Italians, Jews, Mexicans, and others. At pres- 
ent Spanish is the major language and many of the older Mexi- 
can-Americans carry on the traditions of their mother country. In 
the ghettos and barrios of South, Central, and East Los Angeles 
few new homes have been built for 20 years, but as middle-income 
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people fled to the suburbs, black and brown people took their place. 
It is in the center of this multilingual ghetto that Operation Hope 
“ bIi8hed * n setting up oflices in a few rented rooms. 

The four staff oflices, the large anteroom and classroom were 
carefully chosen, for these are not only the working headquarters 
of Operation Hope, but the center of all activities, seminars, and 
consultations, the one meeting ground for its many disparate par- 
ticipants The rooms are spacious and friendly, containing the 
bulletin boards of events, duplicating equipment, and an incipient 
reference library for students. 

Mr. Parks drew together a staff as varied in completion and 
background as the students he would seek out. It had to be a group 
of exceptionally experienced and committed people, because the 
entire staff would include only five people, and they could antici- 
pate working around the clock, in every conceivable exigency. The 
staff all had extensive social work experience, and each person 
came from a different part of the country as well as different 

ethnic backgrounds. They are supplemented by consultants and 
instructors. 

In philosophy the staff agreed. They had all personally seen the 
failure of the medical model of social work. They had, themselves, 
been trained to act as professional social physicians who would 
diagnose a needy client’s problems and try to repair them in the 
manner of setting a broken bone. Since the ills almost inevitably 
lie in the complex social environment, not the individual, the medi- 

approach to social work is extremely frustrating. The staff, 
herefore, felt that a new approach was essential that the people 
should be selected for the helping professions, out of ghetto areas, 
not the middle class, with the hope that these indigenous people 
would invoke needed social and institutional changes. Fortunately, 
one member of the staff has long been a resident in the neighbor- 
hood, and is known among many people in Boyle Heights. It is 
rare for a project to have on tap a person who is familiar with the 
history and problems of the people justoutside the door. 

Many Los Angeles people from we«thy neighborhoods have vis- 

aw»v TW u V ! h6ard 0f BoyIe Height8 on >y a fe w miles 

away They would feel as out of place there, as in a foreign 
? u ^ 18 8 distance and contrast that cannot be overempha- 

a° r Lo \ Ange ' e f sprawls over an area of about 400 square 
miles. Among its eight million people, some epitomize the wealthi- 
estin suburban living, while close to a million represent the most 
hopeless isolation of poverty. The facade of poverty in Los Ange- 

tha , t * Eastern dtie8 because there are houses 
and teees, but the isolation is more exaggerated because people 

who do not own cars cannot leave their neighborhoods. Beaches, 
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museums, plays, and concerts, taken for granted by middle-class 
youth, cannot be reached without some form of transportation. It 
is worth repeating that jobs and schools are similarly out of reach 
for those who cannot afford cars. Thus, the misleading facade of 
small white houses and palm trees belies a greater isolation and 
deeper abandonment than the visual filth of a New York City 
“slum.” 

Most of the institutions that might change the vicious cycle of 
mental illness and misery that takes place in the ghetto are also 
too far away. The people who make the decisions allocating money 
and setting up basic requirements for housing, health, and educa- 
tion are far removed from the realities of the poor, particularly 
the poor minorities, the blacks, Chicanos (the current local term 
for socially active Mexican-Americans) of the West and Indians 
throughout the country. Middle-income Americans hear statistics 
about Government budgets and visualize free, tax-supported edu- 
cation that is available to all, as well as free clinics in hospitals, 
that make medical care accessible to everyone. The services are 
available on paper. If they are to be made a reality for the people 
who need them, it will happen when ghetto people, themselves, 
have the education and credentials to attain positions of authority. 
As all the great voices from the depths of ghetto life have tried to 
explain, the forces of jungle survival bruise and also strengthen a 
person, thus creating an individual for whom the games of mid- 
dle-class education are particularly difficult. The very people who 
must lead ghetto improvements are therefore not easy to mould ; 
they have needs that are not easily met. 

Recruiting the Model Trainee 

In discussions with a community psychiatrist, a psychologist, 
and social workers, Mr. Parks and his staff had evolved a profile 
of desirable traits — a checklist that might be used in interviewing 
prospective trainees. They wanted youngsters who were dissatis- 
fied, but not passively disgruntled ; students who wished to bring 
about change, yet who had attractive personalities. They needed 
young people with fire who wanted to learn rather than destroy; 
people with a sense of justice and motivation. How did one find a 
young man in the ghetto with fire and talent who had not been too 
embittered, beaten, legally entangled, mentally warped, or ad- 
dicted to drugs? The young people had to have developed the 
strength to survive in the ghetto. They had to be people who knew 
how to fight, were wise to every con, and canny in the brutal 
realities of their own neighborhoods. At the same time, they were 
going to be asked to incorporate a new style of living, adopt a 
genteel manner, and survive in another world of middle-class col- 
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lege life, learning the subtleties of bureaucracy, and the language 
of the affluent world. They had to be people who could survive in 
both life styles simultaneously. These qualities should strike the 
reader as remarkable, given the environment from which the 
trainees were sought. It is astonishing that people with such quali- 
fications were actually found. Most of them had been in trouble 
with the law. Some had been involved with drugs. Any youngster 
with the spirit and independence of mind to become a leader was 
automatically too spirited to be considered desirable by teachers 
and educational authorities. Yet, it was precisely the school 
“troublemakers,” the questioners, fighters, activists, who were the 
objects of the search. 

The Operation Hope staff began their quest by asking for refer- 
rals from social workers and teachers. After the Watts riot, Cen- 
tral Los Angeles was inundated with community programs. None- 
theless, when the staff looked for applicants from the Educational 
Clearinghouses, from schools, social agencies, or ethnic organiza- 
tions, these agencies could not produce a single person to fit the 
criteria. In general, schools and agencies were antagonistic to the 
aggressiveness and spirit that would qualify a student, and in the 
end they did not help at all. 

Not many social workers or teachers actually live in Boyle 
Heights or other ghetto areas. The ghetto’s daily rhythm begins 
with an immigration and ends with an exodus. From the arrival of 
milkmen in the morning, the police, the teachers, storekeepers, 
bankers, and social workers flow into the area. In mid-afternoon, 
when the teachers begin driving to their homes 20 and 30 miles 
away, the exodus begins. In this ebb and flow, the teacher or social 
worker is, in fact, a stranger, a visitor, who does not know the 
families of the children he teaches or people he tries to help. 

After six months of searching the network of social agencies 
and the neighborhoods, the staff of Operation Hope had to change 
its initial image of a potential leader and the means of finding 
him. Many of the young people with leadership qualities had been 
so emotionally damaged and brutalized during childhood that they 
could not remain sensitive to other people. Often they were with- 
drawn and suspicious. The staff began to look at the habits of 
potential candidates, seeking people who had spent time helping 
others. Ultimately they did find anomalous people, a man from 
Watts who was teaching youngsters by coaching them in sports, a 
girl who had worked with Head Start. After interviewing some 60 
people, four prospective students were found, and through them a 
grapevine was begun that finally attracted some 200 others. The 
kinds of students who had unbroken spirits, who wished to help 
others, and could use their anger at social injustice for construc- 
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tive change were to be found on street corners, in picket lines or 
community demonstrations, not in welfare agencies. 

After months of recruiting, the staff found 33 qualified appli- 
cants, but they had funds for only 20. They selected the people 
who seemed to have the rarest combination of qualities, leadership 
ability, and sensitivity to other people. Now they were asking 
these students to hold their anger and their action in abeyance, to 
take on a middle-class life style, and to postpone their effective 
action until — perhaps seven or eight years later — they had their 
credentials. It meant a long-term commitment to an educational 
program, postponing rewards, and suppressing many of their nor- 
mal feelings. At a time when many of the disgruntled youth of the 
United States had given up hope of working through institutions, 
these students were asked to gamble on the hope that they could 
later constructively change conditions through the instruments of 
the establishment. This is some measure of the remarkable men 
and women who have been chosen to participate. To them, indeed, 
the program seemed unreal at first. As one man said, 

“At first, I thought you people were from Mars, then I de- 
cided you were the ‘fuzz' trying to find out what minority 
people were doing. Right now I do not know what your bag is 
because I know nobody gives a person money to go to school, 
but it’s a groovy program, and I am making B’s for the first 
time in my life.” 

The Colleges 

Originally, the staff had planned to pick 20 trainees and supply 
them with money enough to graduate from a State or city college, 
while offering them special courses in social sciences and remedial 
work. It was soon apparent that the tax-supported schools were 
not amenable to these students despite their facilities. Theoreti- 
cally, California offers virtually free education for all qualified 
residents. Actually, the State colleges charge about $150 a year 
and some fees are over $200, an amount that is formidable to these 
students. In addition, books cost as much as $125 a year. State 
universities charge $775 per year plus special fees and books. 

Most of the ghetto youngsters have missed classes in order to 
work, or have dropped out of high school in discouragement ; one 
girl dropped out of high school two weeks before graduation, and 
nobody in her school acted to get her a diploma. Many others have 
been flunked out for questioning the teacher or expressing opin- 
ions. Since the State universities admit only from those students 
in the top 12 percent of the high school graduates, while the State 
colleges accept jtu dents from the top third, most ghetto students 
could not qualify, however innately intelligent they were. State 
colleges may admit 2 percent of incoming classes as members of 
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minority groups and another 2 percent who show promise despite 

l^ » H S T e \° n , th , e °, ther hand colleges take anyone 

r n tere^ h if h0 ° dlpIoma ' A few of th « trainees had already 
ntered local two-year colleges on their own, but the administra- 
te bureaucracy was so frustrating that after two-and-a-half 

currfculumw^h", ^ . never „ ha t d the opportunity to discuss his 
curriculum with an advisor. He had taken endless courses and yet 

had nn‘/ oo d hC requirement s to graduate. Another student 

courses to vrfa T”!? ^ With ° Ut C0mpletin 8 any of the basic 
urses to graduate. At the larger schools, the State colleges the 

thiv” we a " 8idity ° f the administration made the students’feel 

torL „ n ” 0 t Wanted ' The “nfamiliar routine of application 

rtudlnt h»d -TT , reaembIe social welfare agencies As one 

f1ustrate^ou S Bv tw- eaUCra , Cy ’ “ The pIace is designed to 
numhpr nf B f th tlme y0U expIain what your problem is to a 
3\ b ® r of P e °P le . answer endless questions regarding why you 

-von' Jmf e + m i’/ 1 out endIess Papers — and the waiting is awful 
you will be told you will be seen at such and such time by Mr so 
and so, and you wait some more.” 

It was finally necessary for the Operation Hope staff to negoti- 

and the 0 f r d hl f f0r t a eir trainees at small private institutfons, 

dtoe Wh tt J ere na " y Pla “ d at 0 “idental College, Pepper- 
dine, Whittier, Marymount, USC, and other schools around the 

metropolitan area. The students had to be helped through high 

tra wrint!! Va e d Cy ex t m3 ’ the red -tape of application forms and 
transcripts, and enrollment. They needed additional funds for 

tfoWwT 113 !“ SUPPOrt - ° ne C0lIege administra- 
told 0pera tion Hope staff: “We will consider appli- 

. your pr °k r am as long as you are available to give 

support. From our experience minority students will not use 
school counselors within the institution.” 

, P^ ocess of educating young men and women may seem a 

.4btle g a nd rward fi7 tte a ° f fUndin8 and or « a nization but it is a 
subtle and ramified undertaking. Unless helped with all the exi 

gencies of survival, with living needs, books, and emergencies the 

ex^s^Al^mlffh^^ 6 ^ absorbed by the ^-demanding hustle to 
fir.sfimn» h r ?h studyin * may «^mately liberate the student, the 
first impact is one of extreme tension. Students have to survive 

only at home, but in a new environment that is hostile on a 
campus whose very philosophy is antagonistic to them For in- 
stance, Chicano students are affronted to find that their hero 
esar Chavez, is considered a communist agitator by many stu* 

matic Malcdm T to learn that the charts-’ 

whites This U f ‘' . /f me , rely a Criminal by middle-class 
whites. This is tantamount to sending a devout Christian among 
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people who call Jesus a communist provocateur. On campus the 
values, dress, language, and social life are all unfamiliar and 
somewhat threatening. Moreover, the average college student is 
still partly a child, involved and dependent upon his family, while 
the ghetto student has been a street-wise adult for some years, 
depending upon his wits, often supporting or helping to support a 
family. For the white middle-class student, college may be a slight 
strain, a first venture away from the comfortable family enclaves. 
For the ghetto student it is another country, one in which he is 
scorned because he does not know the school game, a world in 
which he feels the hostility and cruelty of people who have been 
comfortable all their lives. 

One gifted student in Operation Hope commented that money to 
facilitate college was the most important contribution any project 
could have made to his life. No other Federal program operates 
precisely this way. Still, in attempting to help these students 
through college, the Operation Hope experience emphasizes how 
wide is the breach between rich and poor in America today. 

Operation Hope 

The staff and directors' offices at Operation Hope are open at all 
times for students, and a “hot line” telephone is maintained at 
night and on weekends. At least one staff member is always avail- 
able to help with psychiatric emergencies, health problems, draft 
exigencies, or legal problems. If a staff member vanishes for sev- 
eral hours, or remains at his office until late at night, it usually 
means that a student is in a crisis. These students acquired adult 
problems before they entered college. One 21-year-old, for exam- 
ple, needed medical and legal counseling concerning divorce and 
the death of his 2-year-old child. Draft counseling is another im- 
portant need. Since most of the men have jobs and families, they 
cannot finance the 30 hours of course time that would qualify them 
for student deferments. Thus, consultations and appeals to local 
draft boards are necessary staff functions. These students also 
need advice about courses, professors, and examinations. They 
require coaching in the techniques of studying, paper writing, and 
exam taking. All of these areas are routinely part of staff guid- 
ance. 

These students had been so intellectually and emotionally 
starved that they devoured attention. None of them had enjoyed 
the kinds of family or social contacts that would develop intellec- 
tual curiosity. Indeed, most of them had such battered images of 
themselves they were afraid to ask questions in college classes. 
Many of them needed someone with whom they could discuss the 
Viet Nam War, the tax system, the meaning of the moon shot, or 
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racial discrimination. One student who began the program with a 
poor self-image, put it this way : “Now I can question, but I lack 
power, I've learned how to conform enough to get by. . . The 
staff, who are black, white, and Chicano, are by turns the surro- 
gate parents, doctors, lawyers, philosophers, and companions to 
whom the students can turn. 

Since students live in perpetual crisis, staff members know there 
will never be a weekend without its emergency, no night without a 
call from a panicked student. The services of Operation Hope span 
the gamut from counseling and financial assistance to aid in get- 
ting things done. This may mean calling a medical doctor, getting 
a family welfare check expedited, or getting a family member 
admitted into a hospital. Any middle-class person takes for 
granted that he can lift a telephone to accomplish such things, but 
these needs can become major crises for the ghetto person. The 
students needed these reality services, as well as step-by-step 
advice on how to dress, how to behave at an interview, and lessons 
in the social amenities, the things white students take for granted. j 
They needed lessons in speech, training in group speaking. Many j 
of them needed to learn how to write, to organize papers and j 

express th-Mr ideas clearly. Because the campus atmosphere is cold 1 

and unfamiliar, the one comfortable place where all the partici- j 
part',* could meet has been at classes offered by Operation Hope. 

Campus lectures, particularly in the social sciences, have frus- 
trated and angered these students. Often the courses seemed irrel- 
evant or instructors offered opinions that sounded incredibly naive 
to the ears of these experienced, old-young men and women. 

One of the important needs of the students was a sense of ethnic 
identification and history, and a forum where they could freely 
raise questions about universal social ideas. Courses in black or 
Chicano history are often badly taught in colleges. Indeed, these 
courses often are taught with a condescending point of view that ] 

insults the student who is attempting to learn about his own j 

heritage. Consequently, such courses have been taught at the Op- 
eration Hope headquarters. During the fall semester of 1970, June 
Moore, of the UCLA School of Social Work, taught a course on the 
history and philosophy of social work institutions in the United 
States. The informality of such classes permits the students to 
interact with each other and with teachers in informal discussion 
and comradery that is lacking in most of their lives. j 

Involuntarily most of these students are loners. During the sev- 
en-eight years when they are holding jobs and also studying, they 
are under unusual strain. They need the staff help in homemaking, 
in finding an apartment, buying a Car rr filing insurance. Many of 
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them have debts, often from the illegal claims of door-to-door 
salesmen. 

The small “Hope” offices, with their modest library and open 
doors, provide a kind of home base for these students where they 
can “rap” with the staff, and admit their real feelings, or ask for 
help. It is the only such place in their lives. Not at home, at 
friends’ houses, nor in school or clinics can they find support and 
assistance. 

By contrast with the impersonal, bureaucratic schools, and in- 
stitutions, the staff has an open-door policy which means nobody is 
ever too busy to see a student when he drops in. There is never a 
wait. Since the students are the point of the program, staff mem- 
bers are always on hand to help out, to talk, and to provide coffee 
and a snack. Students rely on this support particularly during 
exam periods, or when a term paper is due. 

Living as they do, in two very separate life styles, the students 
are under extreme tension. As one Chicano put it, “This project is 
great but, man, am I having problems. For the first time I am 
learning to think, I listen and try to figure out what’s being said. 
I'm so excited about hearing people, but I'm bored with my family. 
I'm finding my girlfriend a drag, we can’t talk anymore. And the 
guys I know, well I haven't seen them in weeks. Man, is this 
lonely.” 

For ghetto students in the middle-class colleges the strain of a 
double life is continuous. There is an internal price they pay for 
living in two worlds. Part of the price may be in terms of physical 
tensions, anxieties, or general loss of self-confidence. Realistically, 
life is a daily struggle. In order to study, the ghetto student leads 
a tired and lonely life. As one man from Watts described his 
schedule, he attends school in the morning, works afternoons, 
sleeps in the early evenings, and studies all night, after his family 
goes to bed. He has no time or energy for close personal relation- 
ships. The stress is such that he must keep his feelings under 
control at all times. It is not surprising that he has a stomach 
ulcer. Many of the students in the project suffer from psychoso- 
matic ailments although they are very young. Some have hives, or 
colitis, ulcers, or hypertension. A few suffer from insomnia, panic, 
and nightmares. When a student leaves the personal and familiar 
world of the barrio for the college environment, he leaves his 
status and sense of acceptance, and must adapt to a highly imper- 
sonal structure. He must be careful in his dress, guarded in his 
manner and speech. When he leaves campus he again returns to a 
wife (or a woman may return to a husband) whose standards and 
outlook are the antithesis of all that the campus represents. 
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To the average student on campus, the ghetto student seems of a 
different breed. Tough, street-wise, analytical, many of them have 
experienced jails, and brutalities that the other students have only 
read about. They have suffered hunger, exhaustion, and have seen 
their friends turn to alcohol or drugs. They have had to use cun- 
ning and muscle to survive. An affluent youngster arrives in col- 
lege certain that theft and alcoholism are signs of weakness, infe- 
riority. Neither students nor their teachers realize that the crimes 
they deplore may be the vehicles of survival in the ghetto. The kid 
who doesn't survive that jungle does not get to enter a project 
that will help him through college. A person who has not used his 
cunning to survive will ultimately despair, entering the no-mans- 
land of inertia and drugs. A ghetto student who seems angry, 
suppressed, cynical, and hard can only be understood if his armor 
of hostility and suspicion are also understood; young people who 
have lived in the ghetto or barrio for 20 years have developed 
defenses that allow them to cope with drug users, police harrass- 
ment, with rejections by schools, social agencies and hospitals. 
Most of them have needed to devise a hard surface, never reveal- 
ing their feelings to anyone, never trusting anyone, always analyz- 
ing a situation for possible traps. Since they have had to hustle for 
money all their lives, they may be busy trying to beat the welfare 
system, or avoiding someone else's con game. Typically, as chil- 
dren, some of the students have been shifted from one foster home 
to another, in the manner of one girl whose mother was declared 
mentally incompetent. At age 5 she recalled being put to bed in a 
relative's house where, as she hugged the pillow, she found a gun. 
For her, school was a relief from washing, cooking, cleaning, and 
being beaten with a belt buckle arbitrarily. At 14, she and a friend 
were put in jail for stealing. Another girl was abandoned at the 
age of 14 and left alone in an apartment. In order not to be evicted 
she rented rooms, but when she tried to go on welfare to raise the 
rent money, the caseworker told her to throw a rent party and 
charge admission which could be used to pay the month's rent. 
Two weeks before high school graduation the girl quit school and 
worked at odd jobs for six years before anyone suggested that she 
had a good mind and might go to college. To the son of a migrant 
worker, an avid reader in a large family, the possibility of a 
college education seemed like the wildest of dreams as he worked 
in the fields year after year, missing months of school. 

To classmates or outsiders these students might seem cool and 
brusque, with an appearance of self-confidence. Actually, they 
often live in a state of conflict that is bordering on panic. They 
know that they must be many times as strong, intelligent, and 
controlled as their peers in school, and that they are expected to 
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endure and prevail in a manner that would be impossible for many 
adults. Raised by television, these students have a sophistication 
that is underestimated by their peers. They know a good deal 
about the way they look to the other side, and they are familiar 
with the comforts of most Americans, with the social work jargon 
in which ghetto disadvantages are discussed, and they realize that 
they are put down for qualities that are really the product of their 
environment. They must survive in two worlds, and are expected 
to be idealistic when they are surrounded by despair and futility 
and to be willing to give some part of their lives to change a 
society that would not ordinarily give them a chance. 

By adolescence most ghetto children have given up. They see no 
alternatives and no future. In the southern section of Central Los 
Angeles they are likely to turn to alcohol, while the eastern section 
they would more likely use drugs. Many youngsters between 15 
and 25 try or actually do commit suicide. There is nobody to help 
them. Their families are disrupted. Teachers who have taught in 
these neighborhoods for 20 years, but who live elsewhere, do not 
even know the parents of their students. As one black student 
explained, high school students are never told that they have pos- 
sibilities of further education. Typically, one student stated, “No- 
body e^er told me I was college material.” One very able athlete, 
with honor roll marks, wasted two years after high school not 
knowing that he could have attended a tax-supported college with- 
out paying thousands of dollars. Scholarship offers had been made 
through his high school because of his athletic ability, but he had 
never been informed by his advisors. Another girl wasted six 
years in dead-end jobs because she similarly did not know college 
was even a remote possibility. Isolated from the information that 
every middle- income person takes for granted, and misled by their 
own schools, the best of these youngsters have a bitter tale to tell. 
By age 24 many of them say they feel 50. On a college campus this 
is no advantage. 

Impact 

The first most important impact of Operation Hope was the fact 
that the students were sticking out their difficult academic pro- 
grams. Previously, when faced with crises they had withdrawn 
from college. In this project, bolstered by the staff, they weathered 
continual crises and managed to go on studying. Even success was 
not without conflict. One girl who had, with considerable help 
made a C in English, remarked, “Well, I guess this means I’ve 
given up. I'm conforming, the fight is over. I've entered the system 
— what can I possibly do to make anything better for myself or 
anybody else. I did what the instructor wanted and I passed ; he 
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wasn't the lest interested in what I am, what I feel, or what I 
want.” 

The students' marks have steadily improved and several began 
to be eloquent spokesmen, writing reasoned essays on the issues 
close to their hearts. Drug abuse is a topic on which these students 
have more than usual understanding. While the illegality of the 
drugs generates the crime for which they are punished, it seems 
clear to them that there is little concern for actually helping ad- 
dicts; there are no adequate medical or community-based pro- 
grams available. One of the students wrote ; 

“How rational would it be to appoint a doctor as a judge in 
a court of law? It would seem that this wouldn’t be very 
rational at all, for although he might know medicine he would 
be quite unfamiliar with the mechanics of law. Taken in this 
light the question is raised : Why are administrators and law 
enforcement officials considered to be more knowledgeable in 
the area of a medical and social problem such as drug addic- 
tion?” 



The participants are impressive people. Selected for qualities of 
leadership, they also have displayed considerable aesthetic talents. 
Many of them write excellent poetry, sing, and paint. Candid and 
cynical, tl*ey are at the same time deep and more idealistic. Al- 
though the men and women supported by the project have come 
from different homes, their stories are painfully similar. Most of 
them come from families on relief. In grade school they were 
demeaned by their teachers. They were often absent from school, 
and were arrested at an early age for some theft such as gouging 
nickles from a parking meter or for gang fighting. By 17 the 
“average” young man had been in a house of correction, mav have 
gotten a girlfriend pregnant and have had to marry, spending a 
year or so washing cars or doing clean-up work in a factory. By 
rige 20, they could see themselves at a dead end, with the odds 
stacked against them. Yet they had intense intellectual curiosity, 
and some inner stature that was not altered by the meanness of 
life around them. As one girl remarked: 

“A long time ago I made up my mind I would rather die 
than to treat people as I had been treated. I knew what it 
meant to be disliked for nothing and always used. I suppose 
having compassion has been the only thing that has saved 
me from hating the world.” 

One Chicano student recalls being “busted” on a marijuana 
charge. When he appeared in court he was sent to jail, while a 
white kid on the identical charge was released. “Jail is a school 
where you learn many things.” His experience in the army taught 
him yet more about discrimination as he watched some episodes of 
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mistreatment of the Vietnamese. Now, on his return, he had a 
mission, to create changes, and as a beginning he has been tutor- 
ing kids in an East Los Angeles Parole Center. His own image of 
his past life was succinctly expressed in a newspaper essay he 
wrote : 

“I cannot help but bring up a thought that would enter my 
mind every once in a while in jail. I would picture myself as 
a person trying to learn how to swim (cope with every day life 
problems) in a deep, dark, cold sea (the Barrio), and finding 
myself submerging because of my inability to swim. Along 
comes a lifeguard (institution: rehabilitation) and pulls me 
up on the platform (institution) and shows me how to swim 
(rehabilitates me) and simply throws me back into the deep, 
dark, cold sea (Barrio) with little knowledge as to whether I 
had developed the ability to swim. ...” 

Although many of the students in the program came from dis- 
rupted or nonexistent families, a few have shown the stability that 
comes from tacit family support. A student from Watts, who has 
watched his friends deteriorate along the route of drugs and apa- 
thy, somehow manages to study while his family sleeps. He is 
lucky enough to have a family that is together. He also manages to 
continue athletics, coaching younger children in school subjects 
and basketball. He manages to live without close friends, without 
a confidante or wife, without time for himself. He works in the 
afternoon, sleeps until midnight, studies until dawn, and goes to 
school in the morning. When he finally has his credentials he 
wants to become a poverty lawyer. He has every reason a man 
could have to plan an escape from the poor, enclosed, drugged, 
hopeless world in which his life has been lived — but he is not 
content to do as many others have, to get his skills, “go make his 
pile” and separate himself. Another student who intends to be a 
lawyer, commented, “I don’t look for big hopes anymore but I’ve 
learned I can do something and I’m not going to stop fighting.” 
These are the people who can provide community mental health 
services, legal aid and instruction from within their communities. 
These are the new people who are needed in the mental health 
professions. The attitude of these students offers some measure of 
the urgent need for change. One girl in the program, who had 
been quite upset, was asked whether she would like to see a 
campus psychiatrist. 

“For what? I have had two of those, a psychiatrist and a 
social worker. One told me I had problems with authority 
when I was late for an appointment, so I came early the next 
time and was told I was too anxious. When I got the social 
worker, I tried to be exactly on time and you know what she 
told me? I was compulsive. How do you win with that kind of 
closeu system? The only thing I could do is drop dead. They 
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had n° awareness that I had no car, had to beg a ride most of 
the time, and had no money all of the time.” 

Another student told a conference of mental health professions 
and social workers, “You mean well, but you really can’t help with 
the kind of problems we have.” 

Colleges and professional schools could alter this impasse by 
training low-income people and by developing techniques for 
workmg with the poor, instead of sending emissaries by day to 
help the poor adjust to being poor. By drawing professionals from 
within poor communities, social work and the mental health pro- 
fessions might promote community activity, participation in city 
p ai ™ing, in education, and in the establishment of agencies for 
health care and housing. Such participation would enhance a con- 
structive process of change that is a matter of ethics as much as 
money. as 

It has been estimated that some 200,000 youngsters who are in 
the top of the U.S. population (judged by ability) will never 
acqmre the means to go to college. These are the potential leaders 
w o could rage the real war against poverty. Operation Hope 
began with the idea that the selection and training of young lead- 
ers from the ghetto would offer a model for recruiting and educat- 

* m kir l C °f pers °nnel in social work professions. These 
would be people who could inject the energy of personal involve- 

S work “ y Under3tandin * int0 he iping professions such as 

In its short existence, Operation Hope has already shown that 
there are potential leaders within the ghetto, whose ideals and 

Th! Idf C ? U d T ke u them th * agents of peacefuI social change. 

education of such people is difficult because it must compen- 
sate for so much : the students’ lack of family, confidence, games- 
manship acBdemic stalls, medical, psychological, and legal aid— in 
add ‘ t '° n . t0 mo " ey ' No program to aid and educate potential young 
tadmts from the ghetto can realistically meet these needs, nor 
them to the universities and colleges. The ghetto environ- 
_ 80 r aP 1 lily destroys trust and normal human emotions that 

be^nwffhhhrh ' 1P 5; * w h T ! >egUn *° see that its P r ogram should 
begin with h gh school students. No person can cope with life and 

famdyday after day — ^ 

rnmg, yet this is what is expected of the ghetto student As 

ponfT ? P ? SS i!’. StUdentS 8h0Uld be relieved of some of the reality 
conflicts. In addition, paucity of funds leaves huge gaps in their 

nitv^o^plaf 11 1 6 m&ny > ° f thGlr PeerS they never had the opportu- 
nity to relate to man’s universal problems through visual art 

drama, or music. Most of these students have seen little of the 

world outside their neighborhoods. Yet, as periodic analyses show, 
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they are aware of the culture outside, and as their education has 
made them more perceptive, self-confident, and articulate, they are 
creating art of their own. 

This iirogram whiie only a miniscule experiment in the overall 
context of America today, has shown that a remarkable transfor- 
mation can be made. It has helped to liberate a new kind of 
student. Because they have experienced more of life than most 

na«i» f 5 °t r? ‘ hey “ rrive in college ' theae “youths" are not 
passive intellectuals. They approach the arts and social sciences 

with a personal sense of involvement and judgment. They do not 

merely accept; they question. If they are old in outlook, their 

m nds are capacious. Their brains are young. They have vitality 

compassion motivation. The result is a kind of genius, a combina- 

tion of wisdom and brightness, a depth that is not often found 

J. r ‘™ W1 ' " ot detract them, nor will minor hardships present 

stacles. They have a highly developed sense of justice, and an 

ragerness for history, and indeed, at 23 and 24, they resemble the 

idealistic young men of the American Revolution who, at the same 

, were writing the Declaration of Independence and attempting 

“ shl °” 8 constitution. The qualities that have been elicited in 

“ d women include a kind of idealistic willingness to 

“ on . th ®.f“ ture - Man y yo«»8 people have given up, and feel 

tbfl»« e f a . b ‘ Shment wiU not P ermit changes for the benefit of 

no <L1^nl tw‘T' Th - Partidpants of Operation Hope have 
no certainty that change is possible, but they have rom™ . t+.j 

themseWes to try With their nascent social genius they “n 

deed transform the helping professions from ineffectual stonvan 

procedures, to a realistic confrontation of the sociafprobtes b* 

• “ d ! ndlvldual lIls - They may infuse new creativity and strength 

ptfetion^ 1 hea 'l h Pr ° f / SSi0n8 by -tering as a new kW 

ra^er thTn w” 6 A '* fe8rless rather than “wed, analytical 

nature Wl> ° iS Undeluded about the detailed 

ature of the ghetto and incapable of forgetting its manner of 

shaping people Unlike many social workers in todayT profes- 

levels o"l°etiv a : Se T”' 6 Wffl able f “ctio„ in the pZest 
will be able to off Ta am ® ng “lddle-class professionals. They 
™ ' b able *° offer the kind of innovation that stems from under- 
standing where one started and what one’s ends are. If their 

tw e "i C ' 8S8mates are currently unsure of where they are going 

forttk^Th 8 ? SeiZing th6ir intel >cctual honing as a liberation! 
ha l- ^ ° n y Way out of the real hopelessness in which they 

extendlda^ 6 by 0peration Ho P e there to te 

extended and copied throughout the country. 

Training Grant: MH 11513 

Dates of Interviews: September and October 1970 
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How the Social Organization of Animal 
Communities Can Lead to a Population 
Crisis Which Destroys Them 



Investigator: JOHN B. CALHOUN, Ph.D. 

Laboratory of Psychology, NIMH 
Prepared by: MAYA PINES 



The world-wide population explosion gives added interest to Dr. 
John B. Calhoun's studies of the population and social organiza- 
tion of animal communities. An animal ecologist by training, he 
has moved from studies of mice and shrews in the field to increas- 
ingly controlled laboratory environments. He has pioneered the 
use of artificial habitats for entire populations of mice or rats, in 
which the *?ects of over-population over several generations can 
be telescopes v or all to see, as in a time machine. 

An experiment now in progress makes these effects all too 
clear: As over-population disrupted their social organization, the 
mice in his enclosed habitats have sunk to sexual deviation, canni- 
balism, pathological withdrawal, inability to rear young, and even 
inability to conceive. Although they remain physically healthy, 

they are now so mentally ill that they seem unlikely ever to re- 
cover. 

Following the individual careers of generations of animals is a 
time-consuming and complex task. The present experiment, for 
instance, yielded over half a million separate observations for 
which the animals had to be captured and identified at regular 
intervals. The potential of such studies has just been vastly in- 
creased by a new technique developed in this Lab: a system of 
implants and portals hooked up to a computer. By placing these 
portals next to several types of behavior monitoring and training 
devices, Dr. Calhoun and his colleagues can now record continu- 
ously much of the behavior of all members of a group. By analyz- 
ing the computer records, they can learn who is doing what with 
(or near) whom, where, at what time, and for how long Since 
such facts are recorded automatically, the investigators are freed 
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to devote their own visual observations to nuances of behavior 
that might otherwise escape them. 

For the past 30 years, half of which he spent at NIMH, where 
he is chief of the Laboratory of Psychology’s Unit for Research on 
Behavioral Systems in the Intramural Research Program, Dr. Cal- 
houn has been investigating how space is used by mammals in the 
wild and in enclosed areas. He has made arresting connections 
between his experimental work with animals and his view of the 
human condition. He believes that mankind has only 15 years left 
in which to take the steps that are essential to prevent the end of 
evolution on this planet. 

We are all descended from species in which each individual 
leads a relatively solitary way of life, interrupted by occasional 
contacts, Dr. Calhoun notes. As he learned from his early field 
studies, such species reproduce sufficiently to fill up the space 
between home points, until the population reaches an equilibrium 
in which all space is utilized in a uniform manner. At such a time, 
the distance between the homes of neighbors becomes approxi- 
mately two-thirds of the diameter of the range of any individual, 
and thus there is some overlap of range. This results in social 
bonds between groups of neighbors, who begin to form loose 
clumps of about a dozen animals each. “Numerous examples where 
Nb (the optimum or basic number for a species) approximates 12 
adult individuals may be found in most orders of mammals, in- 
cluding the primates,” he writes. “Data from culturally primitive 
gathering peoples strongly suggest that man emerged through 
such a lineage. I further suspect that modern technological man 
still bears the yoke or wears the diadem of an Nb=12.” 

In their native habitats, approximately 12 rats will inhabit each 
burrow system. Wherever the basic group size of mammals be- 
comes much larger than 12, it results from something in the envi- 
ronment — usually a marked spatial restriction of some needed re- 
source — which conditions them to associate the presence of others 
with, for example, feeding or drinking. Gradually the animals 
come to need and seek out the presence of others even when it is 
no longer necessary, or when it works to their detriment. The new 
social behavior which results can have a catastrophic impact on 
the species’ population. 

When animals live in their native habitats, it is difficult to 
follow the history and behavior of individual animals, as Dr. Cal- 
houn wished to do. Therefore, when he joined the staff of the 
Johns Hopkins School of Hygiene and Public Health’s Rodent 
Ecology Project in 1947, he constructed his first artificial environ- 
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ment in order to control at least some of the variables and to keep 
track of individual rats. The Project’s main concern was rat con- 
trol, at a time when poisons had been found wanting. Block by 
block treatment with ANTU in the city of Baltimore had regularly 
reduced the rat population by 50 to 85 percent — but within 15 to 
44 months, the population would recover and return to its original 
level. Clearly each city block maintained a stable population level. 
But why? And why did this level persist, without increase, even 
though extra food was available in open garbage cans and addi- 
tional burrows might have been built in the available space? 

To test his hypothesis that population growth was inhibited by 
the rats’ social interaction, Dr. Calhoun built a pen modeled after 
the environment the rats encountered in a typical Baltimore “row 
house” block. It enclosed roughly one-quarter acre, an area big 
enough for several local colonies of rats, and small enough for an 
observer in a 20-foot tower just outside the pen to observe all the 
rats with 6-power binoculars. A rat-proof fence guaranteed that 
no rat could escape from the pen. An electrified barrier fence 
several feet away, plus a series of traps, kept all predators out. 
Food and drink were plentiful. Each rat was permanently marked 
by means of fish tags inserted in its ear-lobes. In addition, it could 
be identified by sight through a system of pelage markings : spots 
of hair were removed from the heads of females. The system 
provided 43 different combinations for each sex. 

The colony was started with five pairs of wild Norway rats 
chosen to be as genetically similar-as possible. They were trapped 
in February 1947 on Parsons Island, a 150-acre tract in Chesa- 
peake Bay which had been cut off the mainland since the turn of 
the century. Since their population had fluctuated widely, leaving 
fewer than 150 rats on the island, it was expected that they would 
have reached considerable homozygosity by that time. Therefore, 
the variability of results from the experiment could be attributed 
to environmental conditions, rather than to hereditary variability 
among the rats. The whole experiment was set up in a partial 
clearing near Towson, Maryland, only a hundred yards from Dr. 
Calhoun’s home — an essential factor, since rats are nocturnal ani- 
mals which could best be observed just before daybreak and at 
dusk, plus on chosen occasions at night with the aid of 2,000-watt 
lamps, thus requiring extremely irregular working hours. During 
April and May of 1949, the U.S. Army Signal Corps made exten- 
sive films of the project. 

These rats and their descendants were followed for 27 months. 
Almost immediately after the start of the colony, class differences 
appeared. The heavier, hardier, dominant rats, who were also the 
most successful at reproducing, lived in the Southeast part of the 
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pen. Only three animals survived from the litter born on the 
Northwest side of the pen; their growth rates, as well as social 
status, were clearly inferior to those of the 13 surviving members 
of the Southeast litters. This class structure was maintained 
throughout the entire study. As the population increased, however, 
some males from the higher-ranking Southeast migrated to the 
Northwest. There was no upward mobility — all changes in social 
status were downward. As the Northwest filled up with males, all 
social relationships in the area became increasingly unstable. Es- 
trous females would be pursued by packs of males and mounted 
several hundred times a night, to their considerable distress. They 
stopped building nests and burrows, conceived less often and 
raised fewer young. “At one end of the social spectrum there was 
a colony consisting of a single dominant male and a harem of 13 
females, most of whom were reproducing successfully,” writes Dr. 
Calhoun, describing the Southeast aristocrats. “At the opposite 
extreme there were all-male aggregates whose members rarely 
engaged in any sexual activity.” He judged social rank on the 
basis of success in combat, size, place of birth, migration, repro- 
ductive success, and associates. The social rank dictated when the 
rats would visit the single central source of food and water (up- 
per-class rats maintained the twice-nightly schedule that had been 
characteristic of the whole colony in its early days when the popu- 
lation was low, while lower-ranking animals were more active at 
dusk and dawn, when they would be least iikely to meet their 
superiors) . The characteristic behavior of lower-ranking rats was 
to avoid coming close to a dominant rat. 

Eventually, each major goal, such as a burrow or a site for 
procuring food, became connected by trails that were kept free of 
vegetation. After a while, however, no more trails were estab- 
lished. “Expansion of the meshwork of trails was limited by some 
response which precluded the minimum diameter of the polygon 
enclosed by a group of trails becoming less than 5 feet,” notes Dr. 
Calhoun. “Once the pen became filled to this extent, further in- 
crease in the number of rats merely increased the frequency of 
contacts between rats inhabiting the same locality.” This meant 
that the lower-ranking rats in the Northwest would have more 
contacts with other rats, a factor which seemed to inhibit their 
growth. Their reduced growth, social instability, lowered repro- 
ductive ability, and higher infant mortality acted together to 
limit the rat population, despite the absence of other controlling 
factors. The population was thus held down to 200 adults at any 
one time. 

“The number, 200 rats, is particularly instructive when we com- 
pare it with the number of rats that might have been raised in the 
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available space had each individual been isolated as a juvenile into 
2 square feet of cage space, as is customarily done in the labora- 
tory,” points out Dr. Calhoun. “Under such laboratory conditions, 
5,000 healthy rats might have been reared in 10,000 square feet of 
space instead of the 200 which utilized such space under free- 
ranging conditions. . . . The obvious explanation is that under 
free-ranging conditions the rats expressed genetically determined 
and culturally modified behavioral potentialities which would be 
impossible under caged conditions. This explanation has broad 
implications. Whenever the density of a population becomes in- 
creased beyond that level to which the heredity-to-environment 
relationship provides optimum adjustment, then the individual 
and the group must forfeit some of their potentials of behavior if 
all members are to maintain an adequate state of health.” Clearly 
the social use of space vitally affects our well-being and must be 
taken into account, together with our needs of space for food and 
for shelter. 

The study spanned four generations of rats, and the analysis of 
their social relationships took several years. The resulting 288- 
page report, prepared with facilities made available by the Walter 
Reed Army Medical Center and the National Institutes of Health, 
was completed in 1956 and published in 1962. It showed that social 
interaction can inhibit reproduction and bring about the control of 
population density. It also opened up a new field of research : the 
relationship of the physical structure of the environment to social 
behavior, and to the social organization of groups. 

In retrospect, Dr. Calhoun thinks that one of the study’s most 
interesting findings was its evidence that animals in crowded situ- 
ations — at least species as advanced as the rat — can develop a 

faxnf StrUCtur . e that wil1 Protect a portion of their members. 
When there is no space to escape in, some small portion of the 
population will remain in an optimal situation, at the expense of 
the rest of the population,” he says. “In this way, at least a few 
animals can continue with what is essential for the species’ sur- 
vival.” With rodents, this would be the ability to reproduce them- 
selves biologically. With human beings, he believes the issue is 
primarily the production of ideas. However, the rats’ survival was 
achieved at terrible cost to the majority. 

Another important finding, not highlighted in the study but 
increasingly interesting in retrospect, was that some degree of 
social pressure and personal disorganization was required for 
creativity. The most creative act that he observed throughout 
these four generations of rats— something akin to the discovery of 
the wheel for man— came from a highly disorganized group of 
males who had lost all ability to court females and were not even 
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able to repair their burrows. Normally rats clean their nests, 
repair their burrows, and keep these burrows connected to others 
in an underground network. These rats, however, withdrew from 
the larger social organization. As they did, and the social pressure 
on them was relieved, they had the opportunity to reorganize their 
behavior into new patterns. One thing rats normally do from 
instinct, without having to learn it from other rats, is to construct 
a burrow by digging up some dirt and pushing it out. Occasionally 
some rats will make little wads of dirt and carry them out. But 
when these rats decided to build a new burrow, they did a remark- 
able thing : they took 40 to 50 wads of dirt, made a ball of them 
underground, and then rolled it out most efficiently. Since it hap- 
pened underground, Dr. Calhoun never saw how they actually did 
it. But he did see the result, a large ball of dirt neatly rolled out 
near a freshly-dug burrow. The rats must have become aware of 
the efficiency or advantage of their discovery, for they perpetuated 
this method in later excavations of their burrow. 

“We must be very careful about what we call mental health,” 
concludes Dr. Calhour “If man is unique, it’s the result of his 
ability to develop new idess; yet perhaps these can only arise in a 
social milieu that represses him somewhat, leading to deviant be- 
havior and a disorganization which allow him to re-organize in 
new ways after the social pressure has been withdrawn. These 
ways may or may not be creative (in the sense of adaptively 
constructive), but they'll be new. Human beings thus face a pre- 
dicament: If we try to make everybody totally happy, we’ll de- 
stroy mankind. So the criterion for mental health might include 
some unhappiness and frustration. Perhaps our goal should be not 
to let these deviant individuals go too far, but give them a chance 
to re-organize their behavior.” 

After his study of the wild Norway rats in a quarter-acre enclo- 
sure, Dr. Calhoun moved into the laboratory to further increase 
his control over his animals' environment. This time he used 
standard, domesticated white Norway rats and ran two series of 
experiments, each of which was done in triplicate. Domesticated 
rats can stand more crowding than wild animals. In each case the 
population of the habitat was allowed to reach about twice the 
optimum size for that space. By removing several litters, Dr. Cal- 
houn artificially structured this population to have only three gen- 
erations of adults. Each experiment was carried out in a 10 x 
14-foot room, and each colony was followed closely for 18 months, 
to observe the effects of population density on the rats' social 
organization. 

Deliberately, in the first series of experiments, Dr. Calhoun 
produced a pathological “togetherness” through his design of the 
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rats pens and food hoppers. Each room had four complete dwell- 
ing units (drinking fountain, food hopper and elevated artificial 
burrow, reached by a winding staircase and holding five nest 
wixes) or pens, with comfortable space for a colony of ''2 rats 
However, the pens were so arranged that pens 1 and 4 were dead 
ends ; to reach them, the rats had to go through pens 2 and 3. Two 
ramps led into these central pens, while only one ramp led into 
each end pen. These physical arrangements immediately skewed 
the mathematical probabilities in favor of a higher population 
density in the central pens. The design of the food dispensers also 
had a major impact on the rats’ social behavior: because the 

ilw . T* 6 C0Vered with wire mesh > th e rats had to 

nibble at the hard pellets for a long time, through the mesh, 

making eating a lengthy— and inevitably social— activity. At the 
same tune, the population in each room was allowed to grow from 
i original settlers to 80 rats (ait the basic group size of 12 rats 
per pen, it should have been no more than 48). 

“vJi! 16 reSU ! t arrangements was what Dr. Calhoun calls a 

ehavioral sink. When water and organic matter collect in natu- 
ral depress^ without drainage, they form stagnating, marshy 

tv, I 8 *™ T C the Water may £ raduall y evaporate. Similarly 

° f Uving creatures may become dissipated 
in a sort of sink. The rats’ behavior in the first series of experi- 

ments formed such a sink, since it prevented the animals from 

f»niiir?v? g f thei i- lf l P ° tentlal and ag £ ravated whatever pathology 
could be found in the group., 

As ejected, more rats lived in the middle pens than in the 
central pens. However, the difference between the density of these 

C 8 sr n .. Pr r d “ neXpeCtedly 8reat As the "rts developed the 
adition of eating together, non-resident rats flocked into the 

central pens to feed. Sometimes as many as three-quarters of the 

Ind at P Z at ° n t T ld be f6edin * in a sin * Ie a ' any one time 
. pr . ocess became a vic: ° us circle. Seeing so 

many rats at the hopper in one of the middle pens, the rats that 

crowrl Rv ‘in * , other , t‘ op P era abandoned theirs and also joined the 

toTr.W h ir b the th ^„ ex Pcrime„ts in the first series drew 

sTeenin^n Z m ° re ° f ** p °P ul3tion8 were eating and even 
sleeping in the same pen. 

.I™, 8 ™ ™ 0mas Malthus wrote about the ultimate natural 
limits on population growth— vice and misery— most of the atten- 
tmn has been given to misery. Researchers have been concerned 
with the problems of food supply, disease and predation, notes Dr 

Vice, in the sense of abnormal or life-destroying behavior, can 
ound in large quantities in a behavioral sink. It appeared most 
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dramatically among the females in the first experiment. First 
their nest-building became careless and inefficient, threatening the 
safety of their young. Though rats of both sexes build nests, 
females usually do it most vigorously around the time they give 
birth, seeking out appropriate materials, carrying them bit by bit, 
and working in a sustained manner to arrange them in a cuplike 
depression. In the overcrowded pens, the females were interrupted 
so often by the many rats they met along the way that they be* 
to make the nests too flat, or incomplete. During the later m 
of the experiment, they stopped building any nests at 
simply bore their litters on the cold sawdust floor. They n 
the ability to carry their young away from danger. Non. 
when a rat mother is alarmed, she will pick up her pups by the 
scruff of the neck *>nd take them to safety. In the absence of a 
ruling male in the central pens, such alarms were frequent, since 
hordes of males might invade the nesting boxes in pursuit of a 
sexually receptive female who had temporarily taken refuge there. 
However, these mothers soon became unable to see the task 
through. “They would move only part of their litters and would 
scatter them by depositing the infants in different places or simply 
dropping them on the floor of the pen,” writes Dr. Calhoun. “The 
mfants thus abandoned throughout the pen were seldom nursed 
They would die where they were dropped, and were thereupon 
generally eaten by the adults.” 

Under these circumstances, the infant mortality was disastrous 
—it averaged 96 percent. The females themselves suffered from an 
unusually high rate of disorders of pregnancy and delivery. 

Among the founding population of these central pens, four fe- 
males died for every male. 

Among the males, the behavior disturbances ranged from sex- 
ual deviation to cannibalism, and from frenetic overactivity to a 
pathological withdrawal from which individuals would emerge to 
ea , drink and move about only when other members of the com- 
munity were asleep,” reports Dr. Calhoun. Everywhere the sex 
ratios were askew : some groups might have seven females and one 
male, while others had twenty males and ten females. 

While vice prevailed in the central pens, a curious thing 
occurred in the two end pens: after a while, a single dominant 
male would gain control of each pen and keep out all male chal- 
engers. Again, this was a result of the social eating habits fos- 
tered by the slow-yielding food hoppers. Like most of the rats in 
the experiment, the lower-status rats went to the central pens to 
eat there in company, rather than have lonely meals in their own 
pens. However, they chose to go at a time when the more domi- 
nant rats were not likely to be there — in the early hours of the 
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morning. If they happened to live in one of the less-crowded end 
pens, this meant that by the time they returned after feeding, the 
dominant males would be awake and ready to fight at the base of 
the single ramp that led into the pen. After a succession of de- 
feats, the lower-status rats would abandon all effort to return to 
their home pens. Instead, they migrated to the central pens and 
added to the congestion there. The dominant male did not mind 
females, however. Soon he acquired a “harem” of seven or eight 
females who could come and go as they pleased, but could always 
count on a safe place to retreat to when they were in heat and 
wanted to escape the excessive attentions of the hordes in the 
central pens. It was also a haven in which to raise their young. 
Of the various social environments that developed during the 
course of the experiments, the brood pens, as we called them, 
appeared to be the only healthy ones, at least in terms of the 
survival of the group,” declares Dr. Calhoun. “The harem females 
generally made good mothers. They nursed their young, built nests 
for them and protected them from harm. If any situation arose 
that a mother considered a danger to her pups, she would pick the 
infants up one at a time and carry them in her mouth to a safer 
place. Nothing would distract her from this task until the entire 

litter had been moved. Half the infants born in the brood pens 
survived.” 

In the central pens, no males could establish themselves as lead- 
ers of a group for any length of time. A goodly number became 
homosexual or pansexual, making indiscriminate advances to 
males, juveniles, or females that were not in estrus. Another 
beautiful ones” — became completely passive and 
withdrawn, though sleek and unscarred; they ignored all rats of 
both sexes and were ignored in return. A third group, “the prob- 
ers,” became hypersexed; apparently uninterested in the status 
struggle, they lay in wait for estrous females and pursued them 
relentlessly, without benefit of the normal courtship ritual. 

hough normal rats follow a female to her burrow and then lie 
quietly outside until she comes out to accept them, these animals 
would violate the burrows and attack any accessible female. They 

were also homosexual, and in time many of them became cannibal- 
istic. 

The disruption of behavior in the second series of experiments 
was similar, though far less severe. No behavioral sink developed. 

1 he rats food was powdered and set out in an open hopper, where 
e rats could eat quickly and run. A slow-yielding drinking foun- 
tain did turn the animals into social drinkers, who drank only 
when other animals were also lined up at the fountain; but since 
rats genera. ly drink as soon as they awake, the effect of this was 
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to keep them in the pens in which they slept. Nevertheless, 80 
percent of the infants in the middle pens died. “It is obvious that 
the behavioral repertory with which the Norway rat has emerged 
from the trials of evolution and domestication must break down 
under the social pressures generated by population density,” con- 
cludes Dr. Calhoun. He adds that “we all live in pens, in com- 
pounds that close us in.” And as the population increases, there 
will be no place to escape. 

What would life be like in a static Utopia from which there 
were no escape? In June 1968, having started a new Lab at the 
NIMH Animal Center near Poolesville, Maryland, Dr. Calhoun 
established a closed universe for mice with plenty of food, water, 
and space. It was a large square enclosure in the building’s loft, 
divided into 16 interconnected cells, each of which contained a 
16-unit living complex that could house over 200 mice. Socially, 
however, the optimum population was 8-12 adults per cell, as the 
mice demonstrated when they began forming stable social groups 
of this size in each cell. Social space is not measured in feet or 
yards, nor in physical resources — it has to do with the number of 
interactions between individuals in the space. To avoid an excess 
of interactions, the mice's required social space was thus roughly 
20 times larger than the space necessary for biological sustenance 
in this environment. 

By the time the first 150 mice stemming from the four coloniz- 
ing pairs reached adulthood, all the social space was filled. The 
total population, including pups, was then 600, split into 14 social 
groups. When the next 450 younger mice alive at that time began 
to mature, they had no place to go socially. They tried, but the 
older males defended their territory and the youngsters lost out. 
Soon they began to withdraw socially. The rejected males either 
became recluses or formed large, motionless aggregates in the 
most exposed public space, farthest from the housing units. The 
rejected females assembled in the housing units that were farthest 
from the food and water. Meanwhile, the females in the settled 
social groups were still pouring out young, and this new genera- 
tion never had a chance to grow up normally. The slow-yielding 
food hoppers aggravated the situation, creating several behavioral 
sinks. The mice’s pathological need for togetherness soon general- 
ized to drinking and sleeping, as well as eating. They began to pile 
up one on top of another so heedlessly in a few of their resting 
places that some mice actually suffocated, while one fifth of the 
living units remained vacant and many more contained only one or 
two mice. 

The population as a whole went through four distinct phases in 
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its nearly three years of existence (the equivalent of over 100 
years of history of man) : 

1) Strive: a period of colonizing and territorial establishment 
among the eight original mice, during which conception was sup- 
pressed as a resuit of the intense fighting among the males. 

2) Exploit: A period during which the available space was 
exploited by social groups and the population doubled every 60 
days, until the social space became filled with 150 adults and there 
were 450 additional socially immature mice. Once the social space 
was filled, the utilization of resources became more unequal. Sev- 
eral behavioral sinks resulted. 

3) Stagnate: A time during which the rate of population 
growth markedly declined even though 1,600 more young were 
weaned. These young could not fully develop because they did not 
have enough social space. Maternal behavior and ability to con- 
ceive deteriorated. 

4) Die: A direct route to extinction. Although some older fe- 
males still conceived, they did not rear their litters, and the popula- 
tion began to decline at 2,200 as the older animals died. Behavior 
that is compatible with survival of the species had been blocked. 

The experiment is presently in this final phase. “Only a few 
inadequate vestiges of territoriality remain,” says Dr. Calhoun. 
“All capacities for developing and maintaining social bonds are 
disappearing with the last group of animals born. These are 
mostly beautiful ones, unstressed by normal tendencies for sex and 
aggression, and they cannot learn. They’re all washed out.” The 
mice no longer bury their dead, as they used to. Whatever mating 
behavior remains is down to the amphibian level — the male 
mounts the female but ejaculates outside her. And there have been 
no surviving young for a whole generation’s time — since March 1, 
1970. The only possible future seems to be that the population will 
go down to zero. The projected mortality predicts a decline of the 
population to 1,000 by November 1971. By this time, the youngest 
female will be far beyond menopause, and the population will be 
still too large to permit recouping of normal behavior, even were 
the survivors young enough to reproduce. 

When a few mice were taken out of the habitat at its peak 
density and placed in normal uncrowded environments, they re- 
covered only minimal amounts of aggression, sexuality, and social 
organization. The only animals that have been “cured” so far are a 
handful that were put in a sort of solitary confinement for two 
months (the equivalent of six years for a human being), after 
which they seemed able to start life all over again, as if reborn. 

Originally this experiment consisted of five universes of differ- 
ent sizes, each one colonized with the same number of mice — four 
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^•° n f. Unit wa8 „ half the 8ize of the existing habitat, the next 
one four times smaller, the next one eight times smaller, and the 

smallest was only l/16th the size of the current habitat The 

nnnnbft- ““ t0 ,l tU £ y 016 impact of colonizi '>g density on later 
done hv°n 8 ?, wth - T hl8was of interest because of some research 
the off' P r ; -Alexander Kessler, a geneticist who wished to study 
the effect of crowding on natural selection. Working under the 

g . f ° f D n Re "' Dub0s • he had P ro duced a surprising effect 
renroduct., n n7nf n0Wn “ the “ Kessler Phenomenon”: uninhibited 

ZT ? . m ‘ Ce m 8 Very sraaI1 space ' untn ‘hey reach a 

point where there ,s standing-room only. Starting with 16 times 

‘ h : j la !° n r d one-fourth of the space anyone else had ever 
worked with, he soon had thousands of mice that continued to 

S These u I™ iaterference from crowding than antici- 
to ton^7w iTo r ul U ^ S eontrihuted to Dr. Kessler’s decisions 
to join the World Health Organization in Geneva to work on the 
human population problem. 

mori^ntw ReSSler Phenonienon contradicted the insights from 

wanted to find Per t me w °" ™ dent P°P uIati ons, Dr. Calhoun 
wanted to find out what caused it. By varying the size of hi<* 

h^variedTr 6 - "“S keeping the number of colonizers constant, 
colonTz nl Z T n f, density - He hypothesized that the lower the 
A mm 7 d ty ’ th .f more intense >y territoriality would develop : 

LnZ r!l ng through 8pace “lone would identify more 
strongly with the components and configurations of the physical 

nvironment and have a larger personal space. Then the more 
effectively mice exhibited territoriality, the greater would b^the 
stress experienced by the later-born as they tried to fiTa niche L 

2L3ST andT AS a /r ]t ° f thG St —’ fewer females 1 would 
deed thp rpqnlf 6 ^^ ° w 8 young wou ^ survive to weaning. In- 

orieinal this h yP° thesi s- the smaller the 

8 * . P l ’ the hlgher the density of the habitat before the 

population began to decline The smallest habitat reached a den- 

y 185 mice per cell before this happened, while the lare-est 
hud a maximum population averaging only 137 mice per cell. 

the 8p, 7 these l d,ffe . rences in m aximum density, the pattern was 
muTTe eac . u ” lverse - Density increased far above the opti- 

StoV ^ ( Wh ?.”° y0U ” g b0rn aurvived - After this high 
ensity had continued for a while, sexual behavior became so 

isorganized that no females conceived. The last 60 percent of the 

oZuv tofth id SUrViVe had th6ir b6havior interra^ted^so fre- 
quently that they were never able to develop normal sexual mater 

behaVi ° rS - Finally n ° ne of tha -ice w7e abfto 
behave m the ways essential for the population’s survival As 
senescence and mortality set in, the population slowly began to 
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decline in size. By the time all survivors reached adulthood and the 
colonies were terminated, the indications were that all members 
would eventually have died with no further reproduction. 

The history of man, like that of a mouse population, is marked 
by definite phases, Dr. Calhoun believes : 

1) Strive: During 100 million years, the mammals of man’s 
lineage, including early man, filled up the available space with 
socially effective groups. Each doubling of the population took an 
equal amount of time. Each successive species increased in aware- 
ness and responsiveness to the environment. Mankind reached a 
population of about 4.4 million some 40 to 60 thousand years ago. 

2) Exploit: In the past 43,000 years, man has become truly 
human, set apart from all other animals by his discovery of “con- 
ceptual space,” the pool of information from which new ideas are 
derived. This new kind of space has allowed him to escape from 
the constraints of physical space and natural resources. It has 
allowed him— so far— to avoid the period of stagnation after all 
the social space appeared to be used up. 

In physical space, when a little band of hunter-gatherers is 
confined to so many square miles, its adult members will have 
meaningful relations with only about 12 others each day,” ex- 
plams Dr. Calhoun. “If the population in the area doubled, they 
wouldn t have enough food; they would also have too many social 
contacts to handle. But generating ideas does two things : it devel- 
ops roles to cut down the number of social interactions, as if 
segmenting this higher density ; and it improves the machinery for 
mining resources. As people are linked together into,an informa- 
tion network, they become increasingly efficient at creating more 
information.” 



This is the essential definition of man, he says : a species with 
spreading information networks and a population that grows in- 
creasingly rapidly. 



The discovery of conceptual space led to a situation in whicl 
each doubling of the population requires half the time of th< 
prevmus doubling. It took 20,000 years for the first doubling, bul 

, 40 . ye f. rs for a the P re “nt one. At this rate, the population 
would double m five years by the year 2005, and even faster 
thereafter— a mathematical impossibility. Clearly this growth 
must come to a stop before the point of no return, which is some- 
where between the years 2010 and 2030, or only 40-60 years 
away. Dr. Calhoun believes that the world population must begin a 
continuous and slow decline after attaining a total adult popula- 
tion of 3.5 billion, if the cultural evolution of man is to continue. 

o achieve a sufficient decline soon enough, the change toward a 
reduced rate of reproduction must be well under way within the 
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next 15 years. Because of the unbalanced age structure of the 
population, there will be periods of time when the average female 
will have to limit herself to no more than one child. 

Very shortly, too, the entire world population will be bound 
together into a single, complete information network. With every 
quadrupling of the world population, the geographical area cov- 
ered by information networks has increased so as to double the 
potentiality of the individual and the diversity of his products. As 
long as the network was being pulled together, a larger population 
served a real function. But if present trends continue, the network 
will be complete just before the time when the population would 
reach the point of no return. Thus, the two processes that now 
characterize man will come to an end. 

“We are rapidly approaching the main crisis in total evolution,” 
says Dr. Calhoun, “not just man’s evolution, but the total evolu- 
tion on this planet. Nothing else any more is evolving without 
man’s interference, through DDT or other means. It’s a needle 
that we have to pass through within the next 15 years. Either we 
dedicate ourselves to making it through to something beyond, or 
else we don’t make it-— and there really is no beyond.” 

Making it not just physically, but with continued expansion of 
man’s potential, will require more than a reduction in population 
growth. Besides fewer people, it will require developing new infor- 
mation prostheses to link these people’s brains to a common pool 

of information, as well as to each other. Computers are only the 
beginning. 

Meanwhile, Dr. Calhoun is taking advantage of new techniques 
developed in his lab which give researchers far more flexibility 
and accuracy — improvements of several orders of magnitude in 
data acquisition — while eliminating much of the tedium that ani- 
mal observations previously required. Small “passive resonators,” 
each one with a slightly different configuration, are implanted 
under the abdominal skin of rats to identify them. Twenty or 
more electromagnetic field portals are placed in each experimental 
habitat and hooked up to a computer. Then, every time a rat goes 
through such a portal, it leaves a record of its passage. 

With the help of an expert in particle physics. Dr. Calhoun 
plans to study how rats move around their social field, and how 
this movement changes when the size of the group increases. He 
also wants to study how cooperation or noncooperation can be 
taught. He intends to regulate the access to food and water so that 
some places require two animals to work together, while others 
penalize such cooperation. He can even select which animals will 
be allowed to collaborate with which — for instance, create two 
sub-groups and forbid collaboration across these sub-groups, to see 
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how far the division would generalize to the animals’ social struc- 
ture. 

In addition, he plans to renew his investigations of the effect of 
Vitamin A, begun in 1960-62. Vitamin A can produce behavior 
remarkably like that of “the beautiful ones.” Even a small in- 
crease in Vitamin A in a rat’s diet— from 3 to 12 units per gram 
o food will act as a sort of tranquilizer, producing bland indi- 
viduals who are less capable of courtship, aggression, or maternal 

b ? h ,^7 or \ Y ®* some human beings now get an equivalent amount 
ot Vitamin A through supplements in milk and other foods. The 
amino acid tryptophane, on the other hand, seems to have the 
opposite effect, making animals more socially active and more 
aware of their surroundings. In 1960-62 Dr. Calhoun did pilot 
studies with tryptophane loading in rats as a follow-up of an 
earlier study by Drs. William Pollin, Philippe Cardon, and Sey- 
mour Kety of NIMH, who had shown that tryptophane increased 
the appropriateness of mental patients' response to other people. 

These plans indicate that Dr. Calhoun still hopes man will 
decide on a rational evolutionary design, and will survive. Judging 
by his experiments, we are faced with three choices : 

. 1 i u The way the wild rats, who survived by maintaining a 
healthy way of life for a few aristocrats and allowing a few 
misfits to be creative— while so disrupting the behavioral capaci- 
ties of the majority that they were unable to reproduce, thus 

keeping the population stable numerically. 

J> Th .^T ay °^ e domes ticated rats and mice, whose population 
g ew wildly until no young could develop the traits needed for 
survival, and it was too late. They were doomed to perish. 

Way ,° f i n l reaSed human P° tentia lity, with population 
growth stopped and the production of ideas multiplied. This is the 
only rational way out of the present crisis. 

w ? y ’ c ° ur3e ° f man for thousands of years to come 
Will be fixed within the next 50 years. 



Intramural: NIMH 

Dates of Interviews: September, October, November 1970 
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Introduction 

Since its emergence some two decades ago, the community psy- 
chiatry approach has come to be a dominant influence in the field 
of mental health. Conceptually, its focus is on a specified commu- 
nity and its goals are to prevent mental disorder and to promote 
mental health in all individuals of the community. In practice, a 
multidisciplinary group of caretakers assumes responsibility to 
provide a program of mental health care relevant to the needs of 
all residents without regard to their individual ability to pay. The 
program is comprehensive ; thus, it includes all intensities of care 
— e.g., hospital inpatient, clinic outpatient, day treatment — within 
a spectrum of service elements that cover the range from preven- 
tion and early casefinding to rehabilitation of the chronically disa- 
bled. Delivery of services is coordinated to assure continuity of 
care and, ideally, all services are located inside the community’s 
geographical boundaries. 

These concepts and practices contrast sharply with those of the 
traditional approach, which the community psychiatry movement 
sought to reform. The traditional focus is on individuals who are 
diagnosed as ill. Both the locus and the quality of care is deter- 
mined, in large part, by the ability to pay. Thus, those who can 
pay the full fees of practitioners and institutions — so-called pri- 
vate patients — seek out the services they need and find them either 
in their home communities or elsewhere. Then, depending on their 
ability to pay (e.g., to finance a trip to a distant city where the 
most expert treatment may be had), they might receive the best 
possible care. On the other hand, so-called public patients — which 
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is the label attached to those who cannot afford private fees — have 
to rely on the nearest public-supported services, wherever they 
might be located; depending on the circumstances of where they 
lived, then, they might receive a quality of care widely judged to 
be grossly inadequate. Further, the traditional approach has no 
program in the sense that community psychiatry has. It simply 
evolved and came to flourish, without conscious planning, over the 
past century or so. 

The proponents of community psychiatry wanted to change the 
traditional approach because they felt it resulted in a grievously 
ineffective, inefficient, and inequitable patchwork of services. As 
one group of mental health leaders described it: **. . . services to 
the mentally ill have been sometimes multiple, sometimes overlap- 
ping, sometimes nonexistent, and always fragmented.” A few 
years ago the community psychiatry movement was considered to 
have launched a “third psychiatric revolution,” comparable in im- 
portance to the first revolution of ideas which began during the 
mid-18th century and led to a series of humanitarian reforms, 
such as freeing the insane from enchainment ; and to the second, 
which began with the work of Freud. 

These efforts, as noted above, have paid off handsomely. With 
the passage of the Community Mental Health Centers Act of 1963, 
the basic principles of community psychiatry became official public 
policy. In that, and in the subsequent legislation of the Community 
Mental Health Service Acts, Congress made Federal funds availa- 
ble to local communities for the creation of centers providing 
comprehensive, locally-based services to all community residents. 
Congress recognized that, even taking into account the known 
limitations of professional capabilities, there existed an enormous 
gap between the best that might be done and what actually was 
being done for the mentally ill. The lawmakers, therefore, stressed 
the central importance of cooperation and coordination. A key 
section of the Federal regulations states: “It cannot be overem- 
phasized that the community mental health center movement seeks 
to accomplish comprehensive services not by duplicating or replac- 
ing existing services but rather by coordinating and improving 
what now exists and filling in gaps.” 

As envisioned by the lawmakers, a center was to be a system 
not just a place. Creation of each system was a direct challenge to 
all the mental health caretakers in each of 2,000 “communities” 
across the country, which Congress designated along geographical 
lines (catchment areas). It challenged them to reevaluate their 
traditional autonomy regarding who they care for, how they are 
paid for their services, how the services are delivered. In effect, it 
called for them to give up their traditional ways if they wanted to 



build a mental health care system responsive to the needs of the 
,° a Population. Actually, it was to the private sector of the .men- 
tal health establishment that the challenge was primarily directed 
for most of the locally-based mental health programs in existence' 
at the time were operating from private resources (albeit true 
that directs and indirectly, through myriad channels, Federal 
and State money had been flowing into the private sector for many 
years previously at an even greater rate than it does now) Never- 
theless, the challenge was meant to be heard throughout the estab- 
lishment and equally important— throughout the community. 
Leaders of every facet of community life were being called upon to 
work with members of the mental health establishment, particu- 
larly in making known the needs of all the community’s people, 
rhus, creation of a center required that the mental health estab- 
lishment, m its public and private sectors, and the community at 
arge together share both the policy-making power that the newly 
available funds represented and the responsibility entailed in 
Building a new health care delivery system. 

This report is about the Westside Community Mental Health 
Center, Inc of San Francisco, a consortium of 16 private agencies 
serving residents of the Westside catchment area, one of 5 in the 
ci y. te s only a part of the story, mentioning mainly what 
hrW S iS e ! mane j° a . tl } eme of community psychiatry. It includes a 
n 18 °p ^ ° • and an accoun t growth and current 

8e T CeS ; The next se ? tion looks at center administra- 
tor • dmg ‘. stracture » and policy-making machinery, and the 
following section describes the center’s response to a community 

T 13, The , re P° rt endi wit* 1 a look at the evaluation 
research the center now has underway. 

Getting It All Together 

The boundaries of the westside catchment area enclose an ex- 

fZVTr ° f ? an Francisco - Its neighborhoods range 

rom the elite and fashionaole to the slum ghetto, and their names 

evoke images of the city’s past and recent histor^.g.. Cow Hoi 

low, Buena v ista Heights, the Marina, the Fillmore, aid Haight 

rps'ri U T* Corr fP° ndln ^y» the socioeconomic range of its 165,000 
residents runs from substantive wealth to demeaning poverty. The 

people who live there constitute a racial and ethnic cross-section of 

rtt a fam Tf y cosm ? poIitan population. While a major- 

fm 6 S ei i d Jr acent I rom white European families, about one in 
four are black African in origin, and a sizeable proportion have 

fmaTfr^- T Und o’ ChineSe ’ Ja P anese » a " d Filipino. A 

mall fraction have Spanish surnames, and there are even a few 

original Americans living there. 
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The area covers about 7 square miles of urban terrain and 
includes a huge U.S. Army, base, the Presidio. For the information 
of those who know the city, the Bay and the Ocean mark the 
area s northern boundary and U.S. highway 101 (Van Ness Ave.) 
ttie eastern; the streets defining the south and west borders are 
Market and 17th Streets, Stanyan and 6th Avenues to the Presi- 

Luckily, a large number of hospitals and psychological and 
social service agencies are located in the area. Indeed, most of the 
ciys private hospitals with psychiatric programs are located 
there, as are most of its social service agencies, halfway houses, 
and free-standing psychiatric clinics, and many of its drug-abuse 
treatment programs. Several are well-endowed institutions with 
ong and honorable traditions of providing the highest quality of 

rTw m T- g uu em, , f0r exampIe ’ is Mt - Zion Hospital and Medical 
C r, which has long been highly regarded for the excellence of 
its training and research in psychiatry. 

d ff£ ated > then ’ the district that was to become 
the Westside Mental Health Community was composed of a dozen 
or more disparate subcommunities bound through ties of race 
cultural roots, economic status, and the like. Moreover, these sub- 
communities were cut off from one another — separated by bar- 
riers, as it were. For instance, a substantial proportion of the area 
residents were not eligible, for economic reasons, for the mental 
health care provided in their district. In order for the area to 
become a mental health community, such barriers had to be dis- 

S /u E neW netW0rk 0f ties created * 11 was in October 
1966 following several weeks of informal talks, that a group of 

Westside institutions felt ready to take the first steps. 

wpntt^n K nVit ?^ n fr ° m Mt * Zion ’ s Psychiatry department 
went to a number of the area’s major institutions, suggesting they 

Hvl 6XP h ° W they might ^dinate services and collec 

residentT U The r fi SP ) ° nSlb i! lty f ° r the mental heaIth of a!l Wests ‘de 
ceedinff mlt>, fir 8 Was held in November and, over suc- 

m0 , nths > “any more were convened. In addition to the 

rePreSen , ta , tiVeS ’ ° thers who attended these meetings 
at various times included representatives of the city and State 

overnments and the National Institute of Mental Health The 
substance of the discussions ranged over dozens of “'large 

™d Zfin’ bUt the ,mplicit 80aI of each was the same: to discover 
and define common purposes and to establish mutual trust. Dr. 

l ham Goldman, assistant chief of psychiatry at Mt. Zion and 
the man who later became the center’s first director was inti 
mately involved in these discussions. He has described’ what wL' 
accomplished as follows: 
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“In reviewing the first year of development of the Westside 
Center; (7) the growth of cooperative planning and sharing 
simultaneously at various levels. It must be borne in mind 
that they varied considerably both with the individuals and 
the agencies involved. Regarding participation in the West- 
side Center, these processes included, in rough chronological 
order: (1) education; (2) reassurance as to aims and objec- 
tives; (3) wide involvement of key people holding responsible 
positions in the mental health agencies and programs; (4) 
the forming of the individuals involved into a group with the 
setting of preliminary goals and working through of long- 
standing doubts ; (5) the gradual transformation of suspicion 
into trust, of unfamiliarity and ignorance into awareness and 
acceptance; (6) the clarification of potential gratifications in 
continued or further involvement and participation in the 
center; (7) the growth of cooperative planning and sharing 
of program aspirations; (8) a shift from agency to center 
considerations, and finally, (9) the beginning of identification 
with the concepts and objectives of the center.” 

Within a year, nine private, independent, occasionally competi- 
tive institutions had settled their differences. They agreed to give 
up some of their historical prerogatives and band together in a 
consortium, or partnership, and to apply for a community mental 
health center staffing grant. Thcs' were four hospitals — Chil- 
dren's, Mt. Zion, Pacific Presbyterian, and St. Mary's — and these 
agencies: Jewish Family Service, Family Service of San Fran- 
cisco, Conard House (a halfway house), Suicide Prevention of San 
Francisco, Inc., and the California Medical Clinic for Psychother- 
apy. Critical breakthroughs in reaching agreement came when 
three of the hospitals agreed to commit half of their private inpa- 
tient units to the future center's program; when all partners 
agreed that an admission into any one of the center’s service 
elements would be accepted as an admission into all; and when 
they agreed that Westside residents would be accorded first prior- 
ity for care in their agencies. 

The consortium received approval of its request for staffing 
funds from the NIMH Centers Branch in April 1968. With this 
assurance that the Westside CMHC would come to reality, and 
with similar assurance that State funding would be available, the 
consortium contacted all the community groups it could learn 
about, a total that eventually reached 85. It encouraged these 
groups to organize an area-wide Community Forum at which a 
Community Advisory Board (CAB) would be elected. The consor- 
tium requested community-wide support for acquiring matching 
funds from the city, and invited community involvement in the 
operations of the center-to-be. Dr. Goldman recalled that the com- 
munity “was dubious at best, but willing to help and go along for 
a while to see if we would live up to our promises.” 
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The first Westside Community Forum met in the fall of 1968 
and was generally considered to have been successfully demo- 
cratic. The 120 people who attended vere able to settle their dif- 
ferences with far greater speed than the institutions had managed 
(which is understandable since they had nothing to lose and a lot 
to gain). They unanimously elected an interim CAB, which was 
charged with the responsibility of creating by-laws for a perma- 
nent CAB and convening a second Community Forum to elect its 
members within nine months. The interim CAB was also asked to 
elect from among its members individuals who would serve on the 
center’s Board of Directors; half of the Board’s votes were to be 
cast by community representatives and the other half by repre- 
sentatives of the consortium agencies. This latter charge was car- 
ried out before the end of the year. 

Thus, after slightly more than two years of hard work by repre- 
sentatives of the area’s mental health agencies and its communi- 
ty-at-large, and by local, State, and Federal officials, the Westside 
catchment area was transformed into a fledgling mental health 
community with the Westside CMHC, Inc., as symbol and sub- 
stance. As suggested by the Federal guidelines, the planners had 
focused all their efforts on integrating and coordinating existing 
services and filling in service gaps. They had agreed that no new 
construction was needed. 

When the center officially opened its doors in January 1969, it 
offered inpatient, outpatient, partial hospitalization, emergency 
and home-visits, and education and consultation services to all 
Westside residents. They had never before had a 24-hour emer- 
gency and home-visit service in their area, nor a day treatment 
center and an organized program of consultation and education. 
Moreover, residents who couldn’t before afford the fees for inpa- 
tient psychiatric care in the area’s private hospitals (“public pa- 
tients”) would now be preferentially admitted to these hospitals 
whenever necessary. «■ 

The census figures compiled so far certainly indicate that the 
program has closed some gaps in service. About 400 people (800 
visits) are currently being seen every month in the Crisis Clinic 
(the emergency service), located in Mt. Zion. About one-fourth of 
these are treated there and no referral is made. The remainder are 
referred to other Westside services whenever possible, and occa- 
sionally to facilities elsewhere. From the beginning, care of drug- 
abusers has been the most pressing clinical problem. When word 
got around that the Crisis Clinic would do everything possible to 
get addicts into the State’s methadone treatment program at Men- 
docino, applications quickly climbed to an average 70 per month. 
Unfortunately, the State’s budget could not accommodate this 
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great a number from a single district, however urgent the need. 
Consequently, Westside cut referrals drastically and increased ef- 
forts to treat drug-abuse patients in its own programs. This 
change was necessary despite the fact that the combined referrals 
and treatment it had been providing was severely inadequate to 
the existing need. A comprehensive drug treatment program is 
currently the number one service priority (see below). 

The center has also been successful in reaching poor and minor- 
ity-group residents, one of the consortium’s original objectives. 
Black residents were about one quarter of those seen in the day 
treatment program and constituted an even greater percent of 
patients treated in the emergency, home-visit, and crisis-interven- 
tion services. Inpatient admissions for black residents doubled 
from 1968 (the last pre-center year) to 1969/70 — from 15 percent 
to 32 percent of patients admitted to consortium hospitals — and 
the average length of their stay increased from 10 to 15 days. It 
should be noted, however, that the average length of stay for 
white patients declined during this period from 29 to 15 days, data 
which reflect the efforts of all consortium members to utilize alter- 
natives to hospitalization. This, too, is an important center prior- 
ity and a grant proposal detailing plans for development of alter- 
natives to inpatient care was recently submitted to the Depart- 
ment of Health, Education, and Welfare. 

Westside is now nearly 3 years old. Eight new agencies have 
joined the original nine as service purveyors: Catholic Social 
Service, St. Elizabeth’s Infant Hospital, the San Francisco Drug 
Treatment Program, four halfway houses — Baker Place, Progress 
House, Reality House West, and Walden House — and a specialized 
service, Pacific Psychotherapy Association, one of the very few 
psychotherapy services that focuses on poor black patients. In 
addition, the three-family service agencies together incorporated 
the Westside Social Service Agency in order to develop care for 
neglected children and plan aftercare programs. Like the drug 
treatment plans and the alternatives to hospitalization proposal 
mentioned earlier, these new service elements are being created in 
response to the community’s needs as expressed by its representa- 
tives on the Board of Directors. 

As the foregoing account of its origin and clinical program 
suggests, the Westside Center has accomplished a great deal: Or- 
ganized as a multi-linked cooperative, including community partic- 
ipation at the highest policy-making level, it has begun to meet the 
challenge of providing total mental health care to all Westside 
residents. In recognition of these accomplishments, the American 
Psychiatric Association chose Westside to receive its 1970 Bronze 
Achievement Award. There can be n« resting on laurels, of course, 
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for these very accomplishments have charted the center’s immedi- 
ate future and it is full of problems. Thus, the combination of a 
24-hour walk-in clinic plus a strong community voice has suc- 
ceeded in identifying several new clinical needs and in raising a 
complex of clinical issues. Given its auspicious history, Westside 
can be expected to work wholeheartedly at solving these problems 
and to continue its successful ways. 

Two men have served as Medical Director of the Center — Dr. 
Goldman and Dr. William M. Bolman, a specialist in child psychia- 
try who came from the University of Wisconsin. In their judg- 
ment the success to date and the value of future operations depend 
on close attention to inner workings, i.e., the system mechanisms 
that make the clinical program a day-to-day reality. “Without 
minimizing the importance of the service components or the many 
challenging and fascinating clinical problems that have emerged,” 
they wrote, “it cannot be stated too strongly that the clinical 
advantages of a consortium are entirely dependent on policy, ad- 
ministration, and funding. ... In the case of the Westside 
Center, it has been very clear that the consortium partnership 
would have deteriorated rapidly without constant attention to 
these variables.” 

In the following section, which is based on an article by Drs. 
Bolman and Goldman, these aspects of the Westside story are 
briefly described. 

Inner Workings 

Administration is centered in a store-front office, about as large 
in 3ize as a small supermarket, located in the middle of the catch- 
ment area. As is the case in any large enterprise, all of the admin- 
istrative tasks are system-functional, some directly concerned with 
maintenance, the others focused more on growth and development. 
Thus, the work of the Central Office (CO) can be classified under 
the headings of executive, accounting, secretarial-clerical, commu- 
nications and liaison, research and evaluation, and program devel- 
opment. Unlike the employees of a business enterprise, however, 
the 22 members of the CO staff are highly accessible and visible to 
their clients, which means all Westside residents. Excepting four 
small offices with doors, the CO floor space is wide open and staff 
workers are readily available to anyone who calls at the office. 

This openness is deliberate, of course. It is a good example of 
the directors’ efforts to fulfill their objective of fostering commu- 
nity contact and involvement in center operations. Another exam- 
ple worth noting is the staff position of community organizer. In 
creating this position, the directors were acting on their commit- 
ment to inform the community so that involvement would be 
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meaningfully specific. “As we see it,” Drs. Bolman and Goldman 
wrote in their request for funds to establish the position, “the role 
of community organizer is specifically directed at helping achieve 
community competence in obtaining needed mental health delivery 
systems. He differs from both the mental health educator and the 
program developer in that these are basically content-oriented. He 
must be process-oriented and must remain a process-specialist 
whether the area be drugs, children, aftercare, or whatever. We 
suspect that the quality of mental health community organization 
will be a major determinant of the success and relevance of the 
individual community mental health centers.” And, indeed, there 
already has occurred one dramatic instance in which the effective- 
ness of the community organizer’s work was instrumental in sav- 
ing Westside from the most drastic kind of social mental disorder 
— an angry confrontation between community groups. 

Westside is funded from multiple sources, including patient fees 
and private insurance, Medicare and Medi-Cal payments from the 
State, the city and county of San Francisco, and the NIMH (via 
its staffing grant). A small but extremely effective fraction of its 
funds derives from philanthropic sources. In absolute terms, most 
of the total amount comes from public sources, that is, from local, 
State, and Federal Governments. 

The Central Office is the fiscal intermediary between govern- 
mental sources of funds and the member agencies that subcontract 
with Westside, Inc., to provide the services. All Westside contracts 
stipulate that patient services will be reimbursed at cost (while 
recognizing that the same service can vary in cost from agency to 
agency), and that reimbursement will be sought from all other 
sources — e.g., the patient himself and/or any eligible third-party 
payors — before Westside is billed. Thus, assured by its contracts 
that the cost of mental health programs is shared among all the 
community's resources, Westside attempts to make the most 
efficient use of public dollars. 

The task of monitoring the fiscal system in order to achieve 
maximum accountability for all dollars, public and private, has 
called for a great deal of effort from the very beginning. The CO 
staff has a huge and complex job just keeping track of so many 
different kinds of money ; it has an even harder job when it comes 
to monitoring the system as a whole, for this requires full coopera- 
tion from every member agency's accounting staff. Drs. Bolman 
and Goldman described the early problems and how they were 
handled : “The fiscal offices of the agencies did not gear up or get 
sufficient administrative direction to meet the billing and book- 
keeping demands that the new and rapidly expanding services 
placed on them. ... It became clear that the clerical and account- 
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ing personnel did not identify with these new programs, which 
they did not see as integrated parts of their agency. It was only 
when withholding funds was threatened that sufficient attention 
began to be paid to shared fiscal problems. Constant policing of 
this system was necessary until the remaining problems were 
worked out. The final step that we have not yet completed is that 
of a formal periodic review of the system to ensure that methods 
do not take precedence over goals.” 

There is one last word about Westside’s structure of funding 
that deserves mention. Although the money that comes from phil- 
anthropic sources is, as noted earlier, the smallest in absolute 
terms, it has played a critically important part in the center’s 
brief history. Modest grants from locally-based foundations have 
seeded new services and provided support for experimental pro- 
grams. For example, one such grant made it possible for the 
center to extend a new service to hundreds of the community’s 
young residents; this was the program established at San Fran- 
cisco City College, where many of Westside’s young people are 
students. In other instances foundation money enabled pilot drug 
abuse treatment and prevention projects to be started. 

The structure and composition of the Board of Directors deter- 
mine how policy is made and who makes it. Long before services 
began, it was decided that the Board would be the vehicle of 
fifty-fifty, agency-community control (Westside was the first 
center in the country to do this). In a sense, this was the first 
policy decision of the original consortium partners, and it 
stemmed from their shared conviction that health care is not a 
privilege but a right. In addition, the planners believed that com- 
munity control of health service programs was a necessity if the 
gaps between existing services and mental health needs were to be 
bridged. Addressing their colleagues on this point, Drs. Bolman 
and Goldman have said : “Unless the gap between needs and serv- 
ices diminishes, the continuing white suburban migration and 
shift in .national priorities can only lead to ever more intense 
charges by urban Americans, minority or otherwise, of irrele- 
vancy at best and racism at worst.” 

T^e Board is, therefore, composed of two representatives of 
every agency and as many members of the CAB as there are 
agencies. Each agency casts only one vote, however, while every 
community representative casts a vote. It is worth noting again 
that the community representatives are elected directly to their 
positions by their constituents, the community residents ; the agen- 
cies have no voice in their selection. This arrangement has proved 
workable during the center’s lifetime, thanks to persistent efforts 
by all concerned to ^olve the problems it entails. 



The problems were not unexpected for they were the inevitable 
outcome of bringing such disparate people together for the pur- 
pose of joint action, especially since much was at stake and all 
parties were passionately committed to getting a fair share. The 
problems occurred because Board members had very different 
often opposing, points of view according to their different life 
s y es and life values. In order for the agencies to see things from 
the community point of view, they had to understand what life in 

! l c r nity T aS Iike ‘ As Drs ‘ BoIman and Goldman noted: 
This has meant knowing about the black experience particularly, 

but also includes knowing about the hippie and the Japanese 
subgroups. And in order for the community to get insight into 
agency concerns, it had to find people it trusted to spell out what 
these concerns were. Specifically, the community wanted (and has 
gotten) many of the key center positions filled by professionals 
who are minority group members. Further, among the first com- 
munity priorities was a program to train community youth for 
jobs m the health care services area. (It was successful in this, 
too, for the center recently submitted a proposal for a grant to 
tram psychiatric technicians.) 

The Process of learning to see things from a different point of 
view was difficult and time-consuming, but essential. According to 
Drs. Bolman and Goldman: “Mental health professionals them- 

wWfcA .™^ he ? her Preventive programs are possible, 
hether hospita-hzat 10 ” has a significant role, and what the goals 
of rehabilitation should be. The differences are even greater when 
one gets into the potential roles of the mental health center in job 
training, m social action and in taking stands on political issues. It 
takes a great deal of staff time and support to enable the diverse 
Board groups to maintain their commitment and to work together 
to create a stable policymaking structure. There are unavoidable 
genume stresses and conflicts inherent in such a structure. The 
critical point is that such conflicts are necessary if true coopera- 
ive relationships are to evolve. The agency representatives must 
be able to confront community representatives genuinely and not 
avoid the natural disagreements that will and must arise. The 

1 1 ^ ° e . new albance depends on working through real 
differences, not m avoiding them.” 

commitment to working through the differences 
prompted it to arrange a day-long retreat last October at which 
Board members and CAB members attempted to narrow their 

inT^P 1 ‘ C f A gaPS ; Ju8t before the date ’ Dr - Bolman pointed out 

was th e e ^H 8 n T t t6r . that a frequent sourCe of disagreement 
as the nationwide shortage of money for center programs “I 

strongly suggest that we turn some of our efforts towards the 
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outside world and talk about how to develop additional funding,” 
he advised. “This is a task that will need the help of both Boards 
and all committees. It should not be delegated to staff, as it is too 
large and too important.” 

Although shared responsibility and shared control have gener- 
ated a lot of difficult problems, the most important thing to be said 
is that they are being realized. One has only to look at how the 
service program has changed since the center opened to conclude 
that Board members are indeed learning to work toward common 
goals. In virtually every instance, the new service elements which 
are operating or are in the planning stages were developed to 
fulfill a stated community priority — e.g., greatly expanded care 
for drug-abuse patients, child-care services, alternatives to hospi- 
talization and aftercare programs, expanded services in the local 
City College, job-training programs for community youth. 

In sum, the system’s inner workings have served the center well 
even if they have not always functioned smoothly. The clearest 
demonstration of this was the way the center was able to respond 
when the community was struck by a drug-abuse epidemic. 

Center Response to the Community Drug-Abuse Epidemic 

During the months following the center’s opening in January 
1969, it gradually became evident that a drug-abuse epidemic was 
spreading through Westside. The community requested prompt 
action, but the agencies were not at all sure about what they could 
or should do. They pointed out that addicts were difficult and 
unrewarding to treat, and that drug-abuse behavior has tradition- 
ally been viewed as a social problem calling for social controls. 
Community spokesmen were adamant, however; their arguments 
grew increasingly more insistent and eventually tney did succeed 
in convincing the agencies that the drug problem threatened the 
integrity of the community as a whole. With unity of purpose thus 
achieved, the Board of Directors quickly began to act. 

A Westside Drug Conference was convened in the fall of 1969. 
This led to the formation of the Drug Planning Council which was 
charged with the task of developing an NIMH staffing grant pro- 
posal for comprehensive drug treatment. Meanwhile, additional 
funds were solicited and obtained, in modest amounts, to 
strengthen and keep alive the newly emerging drug programs. 

Backed by both the center and the community, the Drug Plan- 
ning Council was able to produce an extremely thorough and real- 
istic plan, one that might well serve as a model for other urban 
communities. The plan called for a broad range of direct treat- 
ment services — including, for example, a 24-hour crisis clinic ex- 
clusively for addicts, halfway houses, and methadone maintenance 
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units. It also included a re-entry program (e.g., job training and 
placement, family counseling, legal assistance) ; a program of com- 
munity involvement ; extensive preventive services ; and plans for 
research and evaluation of the whole. In short, the plan envisioned 
the use of every approach known to be effective, and it integrated 

these approaches in a total program that assured continuity of 
care. 

This masterful plan, embodied in a $500,000 grant proposal 
was submitted to NIMH in mid-1970. Subsequently, it was ap- 
proved— but not funded; the center was advised that no funds 
were available. Pursuing its commitment to the community the 
center came back to NIMH with a scaled-down request for sup- 
port, noting that “it would be criminal neglect on our part not to 
request new funds because of the overwhelming need. . . ” 

While continuing to look for other sources of support’, Westside 
has made crystal clear its conviction that only the Federal Govern- 
ment has the resources to meet the need. Compared to the enorm- 
i y of the problem, Drs. Bolman and Goldman have noted, “the 
amount we are able to spend on drug treatment, $5,000 a month is 
ludicrous, a form of social insanity.” Indeed, the statistics are 
staggering: As of mid-1971, an estimated 2,000 people in the com- 
mumty are hooked on heroin at a cost of $100 a day, or a total of 
$72 million a year. Moreover, every high school in the area has a 
drug-abuse problem and elementary schools report that 9- and 
10-year-old children are experimenting with drugs. In concluding 
their justification for at least a fraction of their total need, the 
wrote: “We respectfully plead that the stated unavaila- 
bility of funds be re-examined in the light of the staggering 
human and economic need symbolized by the $72 million in heroin 
cos s a one. We do not pretend that we can reverse or even stem 
the epidemic with these new positions, as that would require a 

T^. a ^ Gr » We are simply attempting to prevent the 
chaotic disintegration of our existing clinical capacity.” This 
grant was finally funded by NIMH in July 1971. 

Looking Ahead 

It seems certain that Westside will continue to grow and change 

^£*£ 7 *-? this point in time is possible to foresee 

wo factors that will strongly influence the shape of future 

changes, m addition, of course, to the potent factor of direct com- 
munity input. m 

,.,2“ ° f the f is , the evaluati °n program, which currently in- 
l UdC l ® everal P ro J®cts. In particular, the center has recently 
launched a computerized method of monitoring the intra-system 
moyement of patients. This is the Transactional Reporting C 
tem, which records data (admittance, transfer, discharge 
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time, date, agency, service) involved in patients’ use of the clinical 
system. Eventually these data will provide the rationale for 
changing the way one or another service is delivered. In essence, 
the Transactional Reporting System was programmed to analyze 
the operational reality of the transfer and referral system in order 
to measure how well the center is doing at providing truly coordi- 
nated care. 

A second evaluation project entails collecting basic data on pa- 
tient characteristics in order to discover whether the agencies are 
serving more area residents currently than they did in recent 
pre-center years. 

A third project concerns goals — the way members of the Board 
of Directors perceive center goals, the way caretakers involved in 
dnjjividual service elements perceive their service goals, and the 
way their clients, the patients, do. The purpose of the study is to 
determine how the center's broadly stated goals are translated 
into operational terms by different people. In part, it is an attempt 
to get at cross-cultural differences concerning what constitutes 
mental health or disorder. Thus, it will shed light on the specific 
ways in which urban subcultural groups differ when it comes to 
defining the terms, mental health or disorder. Center directors 
hope that the study results will open the way to more effective 
communication within the system. 

Of all the factors destined to shape the center’s future, how- 
ever, none will be more influential than the financial support re- 
quired if the center is to fulfill its declared priorities of mental 
health care services to children, development of alternatives to 
hospitalization, drug treatment and prevention services. Without 
such support, the center will, of course, continue to provide high- 
quality care within a traditional mental health service and deliv- 
ery program. If, on the other hand, sufficient funding is granted, 
the center will be able to develop a truly comprehensive range of 

new services and delivery methods to meet the needs of all West- 
siders. 

Staffing Grant: MH 09-H-000053 

Dates of Interviews: fall 1970 and spring 1971 
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Old people living in public housing, in New York City, are often 
caught in a web of difficult circumstances. Loneliness, anxiety 
about failing health, and fear of being attacked are so common as 
to go unmentioned. By definition, poor and old, they have often 
been left behind by relatives who have moved away from the 
problems of the city . Five women with brief training were able to 
help almost 1,000 elderly tenants of four large housing projects in 
the South Bronx. These women, beginning second careers in their 
middle years, provided on-the-spot help : a small office was set up 
m each housing project, and an active program begun. Under the 
sponsorship of the Community Service Society of New York, a 
voluntary agency founded in 1848, and with an experienced super- 
visor, these women were able to help the elderly cope with a wide 
range of problems. 

A survey was conducted and it was found that the major prob- 
lem for elderly tenants was the complexity of the city’s resources 
and an inability to use these resources independently. It was found 
that 79 percent of the tenants, although undeniably poor, were not 
on public assistance , Health and financial problems were wide- 
spread and, in general, the aged tenant needed help in locating 
clinics and in utilizing the complex array of health and welfare 
services. Once appropriate agencies were located the older person 
still faced tremendous obstacles in obtaining help. Public transpor- 
tation was frightening to even life-long residents of the city Sub- 
ways have no ramps for wheelchairs and no elevators for easy 
access, while crowds and subway cars move at rough and hazard- 
ous speeds. Buses also pose problems. When the aged person is 



able to reach a clinic or agency, lines and procedural difficulties 
often succeed in discouraging him. The Senior Advisory Service 
workers were able to help with some of these issues and to in- 
tercede with agencies and clinics in a very successful way. 

The Senior Advisory Service, as this project was called, was 
able to help with some of the most basic and pervasive problems, 
such as depleted funds, loneliness, and concerns about deteriorat- 
ing health. Often the older tenants — a tiny minority of about 7 
percent of the entire tenant population in the four hou. ; ng pro- 
jects — lived isolated lives, fearing that involvement would lead to 
rebuff or exploitation. Often they felt alien among the larger 
group of tenants. The Senior Advisory Service workers were visi- 
ble, avai 1 .ole, and provided a link between tenants, many of whom 
were potentially helpful to one another and to the outside commu- 
nity. The importance of this link cannot be underestimated, as it 
helps the elderly tenant to remain independent, to obtain support 
and assistance with temporary problems. An elder person with a 
prolonged illness who must enter a caretaking facility may in this 
way lose his apartment — his home — never again to regain his 
independence. The New York State Department of Mental Hy- 
giene estimates that of the 8,000 elderly persons admitted an- 
nually to State menial hospitals about half are admitted only be- 
cause they cannot maintain themselves without some help in the 
community — home services are scarce. The total aged population 
of New York City alone is now estimated to be one million. As of 
January 1, 1969, some 38,000 elderly families or individuals lived 
in public housing. As the waiting lists are two to three years long, 
there are potentially many, many others who could greatly benefit 
by the type of services offered by the Senior Advisory Service. 

The Use of the Nonprofessional Worker 

The Senior Advisory Service was designed to utilize nonprofes- 
sional workers of a specific type and to supervise and train them. 
About 35 applicants were interviewed and 5 women between the 
ages of 48 and 60 were selected. Although men were interviewed, 
none seemed to suit the demands of the job as well as the women 
who were selected. These women were all bilingual, speaking ei- 
ther German or Jewish or Spanish in addition to English. They 
were all competent, mature women. Two had college degrees and 
all had taken some college classes. Several had been secretaries. 
None had done any sort of social work before. One worker was 
black and one Puerto Rican, the others white. All were active and 
in good health. All of the workers were or had been married ; two 
were widowed. Four of the five had children. All were excited by 
tha prospect of a new career, were involved in the project and 
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identified with the sponsoring agency, Community Service Society. 

A three-month training program was planned. The workers met 
with various specialists from the community at large and from the 
Community Service Society. The training program included dis- 
cussion groups, assigned reading, visits to community agencies, 
and a brief supervised field work period. It was later concluded 
that more of the training could have taken place after the worker 
was on the job. The trainees tended at first to use their personal 
experiences rather than relevant conceptual material when faced 
with a problem; they felt bewildered and overwhelmed initially 
when they found themselves all alone in the housing project facing 
the tenants for the first time. 

Although supervision and worker meetings continued through- 
out the two service years, it was felt that even more of the train- 
ing could have been done concurrently with practice — a combina- 
tion of field work practice and actual service. 

Mrs. Jeannette Friedman, a professional social worker who is 
now on the faculty at the New York University Graduate School 
of Social Work, was the program supervisor. She met regularly 
with the workers and helped them draw upon the resources of the 
Community Service Society for help. The workers felt that their 
affiliation with this agency gave them recognition as full col- 
leagues by the workers in other agencies. Mrs. Friedman observed 
that the workers were in a difficult, isolated; position, and that they 
needed a great deal of support. They also needed the recognition 
of others that they were facing many irritating situations and 
some insoluble problems. Also they were unfamiliar with the social 
work concept of supervision. In the beginning they were cautious 
and fearful of it, competitive with one another and defensive. 
After all, in terms of their previous work, all had been independ- 
ent and at times supervisors themselves; they tended to view su- 
pervision as criticism rather than as a training or learning proc- 
ess. Recording of content and extent of contacts were also difficult 
for most, although simplified procedures were devised. As they 
saw' more clearly the connection between recording and research, 
their skill improved. 

The workers were encouraged to pool their strengths and skills. 
For example, Spanish-speaking workers helped their colleagues 
with Puerto Rican tenants. Misconceptions and stereotyped views 
were expressed at times about such issues as ethnicity, religion, 
poverty, and prejudice. Feelings about welfare, dependency, etc., 
were also important. Attempts were made to help the workers 
become aware of their own attitudes and to foster change where 
necessary. For example, one discussion addressed the question of 
why elderly people often fail to make use of their access to surplus 
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food programs. One worker emphasized that the food packages 
were heavy, and that the elderly had a hard time standing in line. 
Another worker said that she would be ashamed if she had to 
stand in line and let people see how poor she was. After a heated 
exchange another worker replied that she "had always managed to 
work and support herself." It became obvious that feelings of 
shame and degradation were associated with poverty and that the 
workers — reflecting the societal attitudes — at times felt puni- 
tively. The inappropriateness of these feelings became apparent as 
the workers examined their attitudes in the light of specific indi- 
viduals. 

The workers also experienced tensions about race relations. As 
a mixed group working with a mixed population, the issue of 
prejudice was a complicated one. One white worker revealed that 
she had been afraid to work with blacks, but as she felt accepted 
and successful she became less concerned. The black worker felt 
that the prejudice was too pervasive to discuss. Still, most confided 
privately some concern about one or another of the ethnic groups 
represented in the housing project. This was an important area 
for the workers to face as it was a prevalent problem within the 
housing project and one that had serious import for the elderly 
tenants. 

The Site 

The South Bronx has a population of about 400,000 persons. It 
is one of the poorest areas in New York City. While it has some 
well-to-do residents and some well-kept areas, for the most part it 
compares to problem-riddled sections of Harlem or central Brook- 
lyn. About 30 percent of the residents are white ; nearly 30 percent 
are nonwliite; and 40 percent Puerto Rican. The buildings are 
deteriorated, overcrowded, and the area has high rates of crime, 
juvenile delinquency, alcoholism, morbidity, infant mortality, and 
drug addiction. The white population is gradually leaving. By and 
large, the aged persons in the housing projects are white. In many 
cases they have been left behind by their families who have moved 
to the suburbs. There is at present no synagogue to serve the 
remaining elderly Jewish population. A once thriving Yiddish the- 
atre has disappeared as have Jewish schools and cultural clubs. 
Many abandoned synagogues have been converted to churches that 
serve the black or Puerto Rican population. Many of the white 
residents still remaining have lived in the South Bronx for many 
years and tend to view the newcomers as responsible for the de- 
cline of the neighborhood. In fact, the South Bronx has had many 
waves of immigrants, and it has been over 20 years in its deterio- 
ration. ^ 
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Four housing projects, Adams, McKinley, Mill Brook, and 
Moore Houses, were chosen for the service phase of the research 
program. Two, Jackson and Patterson, were chosen as control 
umts. AH of these projects rise from 15 to 20 stories and are less 
than 10 years old. The grounds are well kept, playgrounds are in 
repair, and benches line the walks. One large project has a center 
area, like a village green which has a lively air, and when the 
weather permits many tenants gather there to relax or watch 
small children at play. The interiors of the buildings are imper- 
sonal, but clean and well-maintained. There is, however, a deadly 

• » j , , . .. . . appearance of the buildings, and only 

inside the individual apartments is there any distinction or per- 
sonal flavor. Three of the four buildings in the service project 
have community centers; however, these are largely geared to and 
used by the young people. The area around the housing units is 
marked by old and falling tenements. There are many vacant lots 
which are filled with debris. Signs around the housing units read 
Starve a rat today” giving vivid testimony to another problem. 
There are numerous large warehouses as well as many commercial 
and industrial areas. The one large open space, a city park, goes 
largely unused due to the fear of being attacked. Railroad yards 
occupy the waterfront along with a barge terminal for fuel and 
building materials. The area is served by Lincoln Hospital, Pros- 
pect Hospital, and a Health Insurance Plan Group. 

The Model Cities Program, authorized by the Demonstration 
Cities and Metropolitan Development Act of 1966, is expected to 
raise substantially the level of housing, education, health, medical 
treatment, and social services, but no noticeable impact has ac yet 

been seen. A multi-purpose community'center and a health clinic is 
now m operation. 

Research — Pre-Service Interviews 

All persons 60 years or older as of April 15, 1966, who resided 
f ,X . h ~ Projects, comprised the population under study. 

A total of 953 persons, 60 or older, lived in the four experimental 
units and 605 lived in the control projects. 

Characteristics of the experimental and control groups were 
essentially the same. The age groupings were evenly matched. 

Both groups had about 60 percent women and about 70 percent in 
each group lived alone. 

For research purposes 400 tenants from the experimental popu- 

ion an . tenants from the control population were selected 

f t 0r J.^, rv |!^ ing ; both b ® fore fho servi ce project began and after 

*J£o d ' Th a T °T ed . for an assessme nt of the results of the 
service program. Interviews were conducted by women with three 
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weeks of training in -interviewing procedures. The interview 
schedule was in both English and Spanish, covering such areas as 
personal history, social activities and family relationships, eco- 
nomic and occupational status, health, and observations by the 
interviewers. Two interviewers spoke fluent Spanish. 

Every effort was made to reach the selected tenants and to allay 
their fears about being interviewed. Letters and cards were used 
to introduce the program and the interviewer. It was difficult to 
reach tenants at home and interviewing hours were extended to 
evenings and weekends. The proportion of completed pre-service 
interviews was very high. Most incomplete interviews were due to 
a refusal of cooperation or the unavailability of the tenants de- 
spite repeated calls. 

Post-Service Progrim 

From May 23, 1966 through May 17, 1968, the Senior Advisory 
Service was in operation. An office was set up in each housing 
project. Since no provision had been made in the buildings for 
office space for such social services, small spaces had to be used. In 
two cases the “pram” room, originally designed to store carriages 
or bikes, was converted to an office. (The crime problem had made 
people reluctant to store belongings in these areas.) A major 
shortcoming of this arrangement was that the only available toilet 
facilities were located in the adjacent community center or in the 
manager's office. In two units, apartments '•*. •.*» used for office 
space. However, this meant that one less ap M .*Uuent in each unit 
was available to house tenants. One worker was stationed in each 
unit and a fifth, the floater, provided coverage in the case of 
illness, vacations, or occasional special projects. Two clerk typists 
served the four workers. The supervisor and a full-time adminis- 
trative secretary operated from an office near all four housing 
units. Service was available to tenants from 9 a.m. to 6 p.m., five 
days a week. 

Careful records were kept. The workers' concern was specifi- 
cally the elderly person ; to the extent that other family members 
affected the elderly, the workers dealt with the entire family. 
Files were kept “open” so that service could be continued for the 
full two years, if needed. 

introduction of Service 

All aged tenants were notified of the new service program. 
Letters were sent with the signature of the individual worker. 
Posters were placed on bulletin boards. Open-houses were held and 
the managers of the housing projects publicized the new program 
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in their newsletters. Feature articles were carried in the Bronx 
newspapers. In fact, throughout the project the local newspaper 
was used to spread information. When the original project ended 
m May 1968, there were several articles expressing concern about 
its loss. Further articles publicized the subsequent reinstatement 
through community support after the end of the NIMH grant 
The service workers tried to get to know all of the leaders in the 
older people’s community as well as the housing staff and person- 
nel in all the appropriate health and welfare agencies. It was felt 
that sponsorship by the Community Service Society was helpful to 
the workers and made the program more easily acceptable not 
only to the tenants but to other service agencies. Contact was 
made also with various groups such as the Tenant Association and 
e o en Age Clubs. The workers joined with such groups to 
preis for improvements in security protection services, additional 
recreatmnal facilities, and to help resolve conflicts between young 
and old tenants within the project. 

Volume of Activity 

Through active reaching out and concentrated attention, about 
87 percent of the 963 elderly persons living in the experimental 
housing units were contacted during the two-year period of serv- 
ice. Some did not wish service, others did, but this was considered 
a highly successful effort. An additional 120 who moved in after 

lk,w e 53«s r 8 *-r Were 8180 8een ' Thus> 8 totel ° f 980 Pe"»ons 
living m 764 families were served in the two-year period. After an 

in tial visit by the worker or a "drop in" visit by the client, 

follow-up contacts were made— these totaled 16,969. The workers 

made an average of 23.6 contacts per tenant 

fj h t e * r fi ea ‘ ™J' orit y. about 62 percent, of the tenants were seen 

lillfluiif 4 tim ® when the worker made an appointment and 

tel^oTvf^r" 4 - Ab0Ut 15 percent were fir8t contacted by 
telephone About 20 percent of the tenants came to the office to get 

acquainted. Records show that it was very important for the 

worker to reach out and make the first overture in most cases 

"7“ accessibility of the office and the spread of informa- 

t o ”’ 7 tenants did not easily seek out the service staff. 

neroint h0Se 8erV ??’ f S percent were 70 yeais and older, and 60 
peremit were retired or unemployed and most were very poor 

Insufficiency of funds was one of the most frequently expressed 

pro lems. A large part of the service workers’ efforts was directed 

towards helping tenants obtain financial assistance. In many ca es 

the client did not wish to be dependent or did not unde“stld the 

?t lwT 8nCe system and other financial aid programs Many 
felt that it was unsafe to leave their apartment andThat they 
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were too feeble to wait in lines in welfare offices. It was interest- 
ing to learn when the results were studied that the control group, 
which had a welfare worker stationed in one of the housing pro- 
jects, had a larger proportion receiving public assistance at the 
end of the two-year service project than the experimental group. 
The placement of a welfare worker on the site facilitated the 
establishment of eligibility and allowed the aged tenants to be 
served directly. Even with the Senior Advisory Service assisting 
and interceding, the aged applicants still had to observe normal 
and time-consuming procedures. 

About half of the clients were living alone. These tended to have 
the highest proportion of problems. 

Ethnic and religious composition of the tenant group was im- 
portant. Approximately one-fifth of the tenants served were of 
Puerto Rican origin, and the elderly Puerto Rican tenants were at 
least part of the racial majority in the units — this was not true of 
the elderly Jewish and other white tenants. The elderly white 
tenants were most often long-term residents of the area and 
tended to blame the newcomers, the Puerto Ricans and the blacks, 
for its decline. Differing life styles were the object of criticism. 
The elderly tended to‘feel that the younger tenants, regardless of 
group, were not raising their children right, specifically not rais- 
ing them to respect the elderly. Although two of the service work- 
ers were black or Puerto Rican servicing white tenants, this did 
not present any difficulties. The workers tried to relieve the ten- 
sions and encourage better relationships through social activities, 
clubs, and group meetings. 

Probletm 

Most of the tenants had difficulties managing various aspects of 
their lives. The complexities of agency procedures, health and 
financial problems were most commonly the issues brought to the 
service workers. New programs such as Medicare and Medicaid 
were confusing. Immobility, due to infirmities, such as blindness 
or crippling, or else due to urban transportation, was a common 
problem. Recently a reduced rate for the aged has been made 
available on New York subways and buses during slow hours, but 
there is still concern that this will not wholly solve the problem. 
The elderly person is concerned about attacks and assault, and the 
physical demands of travel overwhelm him. As has been men- 
tioned, none of the subways have wheelchair ramps or elevators, 
making it necessary to negotiate steep stairways often in the 
midst of fast moving crowds. The service workers found that 
these issues were often the decisive ones in causing their elderly 
tenants to miss appointments, to fail to appear at clinics and agen- 
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cies. The hospital clinics were also very difficult for the aged. All 
too often a different doctor was seen at each appointment and 
many clients found this, and the need to constantly repeat their 
medical history, very disturbing. This was particularly a strain as 
many were quite concerned about health, and it put them in a 
position of great responsibility for coordinating their own care. 
The long waits were also very trying for the weaker elderly ten- 
ants. Some of the Spanish-speaking tenants had a hard time mak- 
ing themselves understood. Although all of the clinics supposedly 
have Spanish-speaking staff, often the elderly tenants never had 
such contacts. In one case a Puerto Rican woman received a diet 
list in English. When the service worker called the clinic, she was 
told that diet lists were available in Spanish, but she was unable to 
obtain one and so helped translate the list. Apparently in this case 
the service worker was able to bring enough attention to the 
problem so that the clinic made diet lists readily available in both 
English and Spanish. The elderly often had a hard time when ill in 
obtaining a home visit by a doctor, although many of the clinics 
are reported to provide this service. Often aggressive intervention 
by the service worker was necessary to obtain home visits for an 
ill person living alone. 

The major health problems of this group included: diabetes, 
arthritis, heart and circulatory diseases, asthma, failing sight and 
blindness. In addition there were numerous temporary acute ill- 
nesses which caused serious hardship for the individual who lived 
alone. Many of the health problems required continuous attention 
by the service worker and often demanded services not readily 
available, such as home nursing, homemaker, or housekeeping 
services. The service program that eventually developed out of the 
original demonstration project has stressed the use of other eld- 
erly tenants as housekeepers, as well as escorts. It has also been 
made possible to have someone shop for a homebound person, 
another serious problem and one that often forces an elderly per- 
son to move to a nursing home and to give up his independence 
long before he is really willing to do so. 

In general, the older the tenant the more problems he expressed 
to the worker. Women were more likely to ask for help than men 
and those living alone were more in need than those living with 
others. About 52 percent of the group has multiple problems. In 
many cases the worker was aware that loneliness constituted the 
real problem, but that tenants presented minor issues in order to 
establish a relationship. Some elderly tenants began to sit in the 
vicinity of the project office feeling reassured by the presence of 
the workers and finding this a way to relieve their isolation. 

Less frequently mentioned directly, but pervasive nevertheless, 
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were fears about personal safety and loneliness. The workers did 
not attempt to deal directly with emotional or mental illnesses, or 
long-standing marital strife, but did help tenants to find the ap- 
propriate professional resource. The workers found, too, that pub- 
licity given the service helped to focus the type of problems the 
tenants expressed. About one-fourth of all services were informa- 
tional. About one-fifth were supportive in nature and about 19 
percent were referrals. 

One area in which the workers were very successful was that of 
cooperation with the Housing Authority. For instance, when one 
elderly woman was temporarily unable to manage alone, a home- 
maker was located, thus averting the need to move and eventually 
relocate the client. In another case, the younger relatives of an 
aged tenant, all public housing dwellers, were moved to a nearby 
building so they could visit and provide day-to-day help for tneir 
elderly relative. 

The service workers were also valuable in funneling the activi- 
ties of the intact, concerned elderly tenant who wanted to do 
something for others. One tenant, energetic and lively at 63, or- 
ganized a Golden Age Club where she lived. She had been a volun- 
teer in community agencies for over 30 years. She was able to be a 
persuasive and able spokesman for the elderly tenants and to help 
others use the help that the Senior Advisory Service offered. 

Financial Problems 

One half of the elderly tenants felt that their incomes were not 
adequate to ,( cover the necessities of life” Approximately two- 
thirds said that their incomes were less at the present time than at 
age 50. About 30 percent, the younger ones, said their income was 
about the same or more than at age 50. About SO percent of the 
tenants had incomes of $100 or less a month. Forty percent had 
from $101 to $200 a month. When the incomes of all family mem- 
bers were considered, the result showed that a majority (of the 
elderly tenants) had $200 or less a month and only 18 percent had 
$301 or more in income. 

In New York City, where there are approximately one million 
residents 65 years of age or older, fully one-half, or 500,000 per- 
sons, live on less than $3,000 a year, while one-third of the elderly 
live on as little as $2,000 annually. 

Social Security or Railroad Retirement was a source of income 
for two-thirds of the respondents. Only 21 percent received public 
assistance. Only 16 percent received any wages or salary, and only 
14 percent had private pensions. About a third received money 
from several sources. 

Even though the incomes were low only a few tenants claimed 
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to worry a great deal about money. About a third felt that in an 
emergency they could turn to relatives; about 15 percent would 
see aid from the Department of Social Services, Howevei , about 
29 percent avowed that they had “no one" to help them, in a 
financial crisis. 

Inflation has seriously hurt these people, especially those with 
small fixed pensions. The elderly tenant was 1 arely able to provide 
more than the bare minimum for himself. An occasional vacation 
or even a small outing was usually possible only through a gift 
from a friend or relative. 

Many of the elderly had been so critical of those who needed 
public assistance— feeling that they had worked while others 
were getting away with something”— that now when they needed 
assistance themselves, they were very ambivalent about seeking it. 

i M, r j r em P lQ y ment in most cases had been blue-collar work of a 
skilled or semi-skilled nature. Only 1 percent of the respondents 
was previously employed in a professional or technical capacity. 
Nearly half had left the labor market, so they said, because of 
their own illness or poor health. The second most frequently stated 
reason was retirement, either compulsory or voluntary. 

Social Isolation 

Sitting alone in a room watching television, reading, or listen- 
mg to the radio and then having a solitary meal was the charac- 
teristic life-style for elderly persons living in these housing units 
Isolation was a way of life. Loneliness was widespread. The 
roader picture of the housing projects contributed to this. The 
elderly tenants lived in large complexes with other tenants of all 
ages. Only 7 percent of the population was over 60. While a 
common theory is that this keeps the elderly person in touch with 
life and in a more normal environment, it also means that in many 
cases he is at a disadvantage. For instance, the few community 
centers available were largely devoted to activities for young peo- 

“? com , mon dinin £ rooms or even available com- 
munal kitchens where lonely widows could get together to cook 

meals and dine. The units were diverse ethnically, racially and 

2Srji whlch made « ome elderly people feel threatened and 
isolated. By and large the elderly seemed strange to the young 

toTL S i a rf V1C ! Ve T ' In S ° me Cases Iangua * e was an impediment 
to social life and understanding. 

a thirdtdiZf'en hT!? pr °^ cts re Ported few friends and about 
thud indicated that they had not visited with any neighbors or 

fnends within or outride the project during the preceding year. 

In some cases the elderly tenant was afraid of being exploited by 
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the other desperately needy tenants and therefore discouraged 
relationships. 

The research team points out that the popular conception of 
leisure time during the later years is a cruel hoax. For the poor it 
becomes merely unoccupied time and often proves very depressing. 
The older person may find he has no focus, no schedule. 

Personal Safety 

The elderly tenants were deeply and realistically concerned 
about being attacked and injured. As a weak and relatively de- 
fenseless group, this concern hampered even their most casual 
activity. Fearing that they would be injured or their apartment 
robbed, they tended to stay home, isolated, and desperate. The 
housing project managers, the housing police, and the local police 
were keenly aware of that problem and made some efforts to deal 
with it. However, money is needed to make improvements that 
would really help— more lighting, manned elevators, more house 
guards, and increased police protection. The Senior Advisory 
Service at least offered, for many, some company on outings or 
necessary trips and a few neighbors who would be concerned or 
help if anything suspicion occurred. 

Perceptions of Health 

The individual's perception of his own health does not always 
coincide with the evaluation of a physician. However, subjective 
opinion of health is often a good indication of morale and ability 
to function. The elderly also tend to judge their own health in 
terms of what is normal for their age. In this group, about 44 
percent considered their own health fair, and 29 percent said that 
their health was good or very good. Twenty-seven percent found 
their own health to be “poor.” A small group thought that their 
health had improved over the past two years and about half said 
their health was remaining about the same. Members of this study 
group were generally more negative about their health than na- 
tional surveys show the aged to be, but perceptions of health and 
socioeconomic status tend to go hand-in-hand. Social isolation is 
also involved. By and large, if you are poor and can barely manage 
any medical expense and if, in addition, you live alone so that 
there is no one to look after you, then it is likely you will feel more 
threatened and conscious of ill health than if you had ample re- 
sources. 

When asked directly, three out of four stated that they had 
health problems such as rheumatism, asthma, ulcers, or heart con- 
ditions. Only about one-half had se*n a doctor or dentist in the 
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previous month. Most were mobile and able to get around. About 8 
percent needed assistance to leave their apartment and another 4 
percent said they would not leave their apartment except for 

emergencies. Few commented that they were concerned about 
their health. 

Personal View of Self and the World 

Less than half of the respondents who were surveyed saw them- 
selves as old and most respondents found that peace of mind and 
being alive were good things in their later years. For 14 percent, 
owever, their later years were of dubious value and there was 
“nothing good about this age.” 

The majority felt that they were happy with life and only 11 
percent had been unhappy in the last month. The majority also 
saw themselves as “not the worrying type.” Two-thirds saw reli- 
gion playing an important role in their life. The religious affilia- 
tions were as follows: Roman Catholic, 43 percent; Protestant, 36 
percent; and Jewish, 16 percent. 

The respondents, despite thc : datively positive statements 

a . 0u ^ condition of their o' ves, had a relatively negative 
view of the world. They weu a jsked to indicate agreement or 
disagreement with five t batemcnts from the Srole Anomie Index 
and, in general, they indicated that they felt discouraged The 
investigators suggested that pessimism may be based in part upon 
the respondent’s feelings of frustration in attempts to deal with 
an enviionment generally geared to the young, healthy, and ener- 
getic. It seemed that the aged in this demonstration tended to see 
their problems as stemming not from old age alone, but from the 

assaults of an environment which is hostile and unsympathetic to 
their needs. 



Results of the Service Program 

An assessment of the service program can be made in two 
ways: first, by looking at the outcome of the bridging and other 
services rendered by the workers; and, second, by analyzing the 
effects of the program on the emotional, social, and physical func- 
tioning of the older tenants themselves. 

Of the problems expressed, 78 percent were resolved in the 
sense that they were handled. Tenants received needed informa- 
tion, were accepted by appropriate or substitute resources, or re- 
ceived continuing standby service from the service workers. Some 

13 percent of the problems were not resolved and 9 percents were 
pending. 

To assess the effects of the program on the tenants, information 
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was at hand to compare the post-service responses with the pre- 
service interviews for the experimental and control groups. 

On the whole, the experimental group was better off at the end 
of the two-year service period than the control group. The oldest 
persons seemed to benefit most from the service program. When 
individual questions were looked at, the results were as follows : 

Health: The experimental group indicated an improvement in 
self-ratings of health and the control group indicated a deteriora- 
tion. 

View of Self and World : The experimental group reported an 
increase in happiness and feeling good about themselves that was 
significantly greater than that reported by the control group ; the 
experimental group tended to be less negative in their view of the 
wiorld. 

Satisfaction with the Neighborhood and with Project Living: 
Both groups reflected increasing dissatisfaction, but the experi- 
mental group had their level of satisfaction sustained more ade- 
quately than did the controls. 

Church and Club Attendance : Both groups attended less often ; 
again, attendance in the experimental group did not drop as 
quickly. 

Income : A greater proportion of the control group was receiv- 
ing public assistance and income from other sources, despite the 
fact that the experimental group definitely had gains due to the 
service program. Significantly, a welfare worker was stationed at 
one of the two housing projects in the control group. 

Worry over Money Matters: Down for both groups but the 
decrease was greater for the control group. 

Talking with Relatives : Control population increased more than 
the served population in the frequency of their talks with relatives 
not living in the project. 

The presence of the worker , the program , and the work done on 
behalf of the aged tenants appear to have sustained the tenants * 
positive attitudes. Because of the active on-the-spot work of the 
welfare worker, the control group made greater gains financially. 

Community Support 

This project has made the precarious transition from being a 
demonstration project to becoming an accepted part of the com- 
munity network of services. Permanent funding remains prob- 
lematic. 

As the two-year period of NIMH support drew to an end, the 
enthusiastic support of the elderly tenants who had been served 
encouraged the project’s sponsor, the Community Service Society, 
to seek continuing support for the service. Elderly tenants cam- 
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paigned actively for its continuation and enlisted younger tenants 
in the campaign. Supporters turned out in substantial numbers to 
seek the support of Bronx officials and a commitment by the City 
Housing Authority. They petitioned their Senators and Congress- 
men to support legislation that would authorize funds for tenant 
and management services in federally-aided public housing. Local 
businessmen and local agency representatives also cooperated. 

“We don't want relief; we don't want Cadillacs; we just want 
an open door.” This was the comment of one tenant working to 
save the service. A one-year grant contingent on matching funds 
was obtained from the George W. and Julia M. Loft foundation. 
At the same time it became known that the National Council on 
the Aging was negotiating a contract with the U.S. Department of 
Labor to administer a one-year “senior community service pro- 
gram,” with funding by the Office of Economic Opportunity. In 
that program, 400 retired or unemployed persons, aged 55 and 
older, whose incomes were below stringent poverty levels would be 
employed part time at minimum hourly wages. This program was 
to begin in ten communities, one of which was the South Bronx. 

Tl:e Community Service Society and the City Housing Author- 
ity jointly financed a holding operation to serve the four housing 
projects until a permanent plan could be developed. This meant 
that a curtailed version of the Senior Advisory Service was to be 
maintained over the summer of 1968. 

The Bronx Foundation for Senior Citizens, a kind of consortium 
of agencies, then came into being. One of its functions was to 
operate a store front center for older adults. It also functioned as 
a partial funding agent for the Senior Advisory Service under the 
continuing sponsorship of the Community Service Society and 
with the cooperation of the Housing Authority. 

In August 1969 a new project, the Senior Community Service 
Program, was begun. This new venture, an outgrowth of the origi- 
nal Senior Advisory Service, operated under the aegis of the 
Housing Authority which provided supervision and space. It was 
also part of the Bronx Foundation. This service employed nonpro- 
fessional bilingual workers from the elderly themselves who 
worked under professional supervision. In this project the aides 
were drawn from the group to be served and were not the “para- 
professional” type of “second career” women in the original dem- 
onstration. Both men and women worked in this project. They had 
little education and were over 65, all had poverty level incomes, 
and needed the money they earned. The aides developed a program 
uniquely suited to their own abilities. They provided escort serv- 
ice, shopping for invalid or blind tenants, and telephone reassur- 
ance services. For a small group of tenants who lived alone, a type 
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of homemaker service was developed. This was very helpful when 
temporary illness struck. In some cases the fellow tenant had 
easier access to the tenants than the previous group of service 
workers. There were some drawbacks as there was a need for 
increased supervision and more help in dealing with various social 
agencies. The morale of all involved, however, was very high. At 
the present time the Housing Authority hopes to expand the pro- 
gram to include other housing units if Federal funds are available. 

Conclusions 

The Senior Advisory Service was very successful, both at serv- 
ing tenants and also in demonstrating effectively the value of such 
a program. Nonprofessionals, both the second career workers and 
the indigenous workers, were competent and valuable. This pro- 
gram had the added benefit of being a source of satisfaction for its 
staff and a great deal of benefit accrued to the nonprofessionals as 
well as to the tenants served. The ferment and activity provided 
stimulation for the elderly tenants to become engaged in commu- 
nity life. The need for such programs can hardly be disputed, and 
the value is possibly or probably far greater than the research 
figures show. Active reaching out is necessary and possible. There 
is a tremendous need for reform in the delivery of services by the 
community to the elderly tenant as well as a need for a higher 
level of available services. 

The housing projects and the surrounding areas house many 
isolated elderly persons. The research team recommends that men- 
tal health centers and other agencies incorporate services like the 
Senior Advisory Service in their programs on a neighborhood 
basis. Mature persons of sensitivity and appropriate capacities 
should be involved and employed wherever possible. This service 
proved highly feasible and not very expensive — and it might well 
serve as a model for the establishment of similar programs. In 
this program the sponsorship and affiliation of an experienced, 
community-based agency were extremely important. 

Research Grant: MH 14917 
Date of Interview : June 1970 
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Nursery Schools in the Service 
of Mental Health 



Investigator: MARY B. LANE, Ed.D. 

San Francisco State College 
San Francisco, California 
Prepared by: HERBERT YAHRAES 



Introduction and Summary 

An Institute-supported program in San Francisco has been qui- 
etly fighting racial prejudice-regarded as a major mental health 
problem— through the medium of little children. In an area of the 
city known as the Western Addition, wnere slum neighborhoods 
are being replaced by urban renewal projects, to the resentment of 
the predominantly poor and predominantly black population, this 
program has demonstrated that a special kind of nursery school 
can bring together all kinds of people. 

Mary B. Lane, professor of education at San Francisco State 
College, who conceived the program, calls this kind of nursery 
school cross-cultural or multi-cultural. By this she means a school 
that enrolls children of different races and socioeconomic levels 
and uses special curricular and organizational devices to promote 
interfamily, interrace relations. 

In 1966, Dr. Lane and her associates opened three nursery 
schools for 60 children, selected in door-to-door canvassing, who 
had recently passed or soon would pass their second birthday. The 
racial and socioeconomic background of the children reflected 
those of the community. About 60 percent of the youngsters were 
black, 30 percent white, and 10 percent Oriental, meaning Chinese, 
Japanese, or mixed. About one-third of them came from families 
living in low-cost public housing; one-third of the children came 
from new, cooperatively owned, apartment development for people 
of middle income ; and the rest from families in individual dwell- 
ings. This last group— designated for research purposes as the 
“random housing” group — ranged from families of unskilled 
workers to those of professional men. In each racial group, the 
families represented several socioeconomic levels. 
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The schools were known as Nurseries in Cross-Cultural Educa- 
tion, or NICE. They were in rooms lent by the Buchanan 
Y.M.C.A., the Christ United Presbyterian Church, and — in a 
public housing unit named the Westside Courts — by the San Fran- 
cisco Housing Authority. 

Each school was staffed by a professionally trained nursery 
school leader, an assistant who had had experience with children, 
though not as a teacher, and a part-time aide who was from the 
community. The staffs were racially mixed — white and black. An 
effort to recruit Oriental teachers failed. One teacher or aide at 
each school was a man because Dr. Lane thought that the many 
children, about a fourth of the total, without a male figure in the 
home should have one at school. 

The general aim was to assess the schools as instruments for 
promoting mental health in a community subjected to the stresses 
of redevelopment. Results were to be appraised in terms of factors 
related to mental health such as basic trust, autonomy, initiative, 
cognitive development, and social competence, in the case of the 
children and, in the case of the families, social competence, inter- 
group acceptance, and utilization of community resources. 

The program stressed parent involvement. Mothers gradually 
took on the role of aides during the sessions — three hours every 
morning — and participated in a number of after- school activities, 
sometimes with fathers. During the second year, responding to 
mothers’ requests for more information about techniques of teach- 
ing, Dr. Lane gave a 30-hour training course, modelling it on one 
of her courses at San Francisco State for prospective nursery 
school teachers. To meet the demand the following year, two such 
courses had to be given. 

During the second year also, both to promote closer ties between 
school and home and to help mothers become better teachers of 
their children, the program developed a series of “home tasks” — 
things to be made, experiments to be tried, stories to be read, 



A PARENT SPEAKS 

Following is a slightly abridged version of an interview with a 
mother who had two daughters in one of the cross-cultural nursery 
schools. One girl attended the full three years of this NlMH-sup- 
ported project. The other was enrolled during the final two years and 
now attends the project's independently-financed successor, in which 
the mother is a teacher's aide. 

Mother: Everytime I talk about it, I get sort of shook up inside 
because they learned so much, and I have learned so much. I don’t 
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games to be played. One of these was taken to each home each 
week by a member of the staff, or by students from San Francisco 
State and explained to the mother. The following week it was 
picked up and the experiences of mother and child recorded. 

Before the start of the third year, the parents formed the Par- 
ent Advisory Council to help guide NICE activities during the 

final year and to decide the program’s future when Institute sup- 
port ended. F 

, T? 16 NICE schools closed in 1969, after three years, and the 
children went off to kindergarten in public schools. Thanks to 
decisions by the Parent Advisory Council and the commitment of 
Mary Lane and her associates, however, the end of NICE was the 

renter 1 ™' CCFC ' Which stands for Cross-Cultural Family 
™f' Th ‘! 18 an organization with the same goal as the original 

P gram the promotion of interfamily, interrace relations and 

a membership comprising S3 of the families who were in NICE 

fargelv'h^m'tv^ new ° ne8 ' 14 operates a nursery school taught 
largely by mothers who were trained on the job in the original 
cross cultural schools, and a kindergarten-supplement program for 
the original NICE children. It also offers afternoon and evening 
^°P a “ 3 for other . ehiWren and for parents. The Center depend 

the childZ S1 o? aC “ Vltie l by members and on tai«on fees from 
the children of nonmembers. It is pleasantly housed in the new 

ttXgST the Unitarian ChUrCh ’ in ““ 

0f NICE may be summarized as follows: 

' v* * cbl t ren at 5 seemed to be without racial or class preju- 
d‘^ As a matter of fact, on the basis of observations by project 
and teaching staffs, the children got along throughout the project 



Sat l h Jvp? 011 *7 and thingS Hke that but the most important— 
mv SrS 7 *° ra,Se J hiIdren - Because 1 s °rt of talk and 
I didn’t knoi—. ffereUt y fr ° m WhSt 1 did my ° Ider boys ‘ And be cause 

S th™r^n 7*\V NI , CE WM 1 was taughThow to 
you can talk tn • V * l0t ’ you know - But 1 Earned 

and I talk ^ hl dren ~ Slt d0Wn and talk to th em just like you 

wa^»n W 9 hen 7o ** W f„ nt t0 the nurser y school. When the children 
t ! 2 a f? 2 n nd 1/2 ’ they would hit each other a lot and the 
ei wou walk up and say: “She doesn’t want you to hit her It 

* he Y,s“ h,t ” A " d r “ looking and observing. And then 
, e c ld wou d blt again, the teacher would say: “No that 

riAtZa ' tZ 1 r?° U \ Wt “ nd “* S to let you 

mt. It was so fascinating to me, I really wanted to stay every dav 
just to watch how they handled the children. ^ y 
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at least as well as any homogenous group of children. Friendships 
across group lines were common. During the second year, teachers 
reported 31 “best friend” pairs. In more thin half the cases, these 
were inter-racial. Since the children were 2 years old when the 
project began, they have little or no conscious memory of associa- 
tions in groups of children before that time. They will remember 
only playing with children of cross-cultural backgrounds. 

2. The children made gains in intellectual development, as 
shown in Table 1. On the Stanford-Binet intelligence scale the 
average I.Q. gain over three years was nine points — from 102 to 
111. On the Peabody Picture Vocabulary Test, which tests a 
child's understanding of words, it was 24 points — from 90 to 114. 
The gains in all cases were significant at the .01 level, and there 
were no significant differences between housing groups. White 
children as a group went from 108 on the Binet test to 121 ; black 
children, from 97 to 103. On the Peabody, white children went 
from 93 to 117; olack, from 83 to 110. These differences between 
racial groups were significant at the .01 level, with the white 
children scoring higher than the black children at all time-points. 
The staff points out, however, that it is impossible to group the 
children on the basis of a single factor, either race or type of 
residence, without the other factor entering in. Oriental children 
were omitted from analyses involving racial groups because there 
were too few for proper statistical treatment. 

TABLE 1 



Average IQ Scores by Type of Residence, First and Last Tests 

Public Random St. Francis 

Housing 1 Housing 2 Square 3 





First 


Last 


First 


Last 






Stanford-Bmet 


98 


103 


100 


113 


108 


117 


Peabody 


83 


115 


92 


108 


94 


117 



1 Low income; black. 

2 All income levels ; about half black, half white and mixed. 

3 Middle income ; about % white, y$ black. 



3. The children made significant gains in social competence as 
measured on the California Preschool Social Competency Scale. 



You would have acted differently? 

Right, I would have wanted to say: “Now listen, you know better 
than to hit,” and I would have said, “Now you hit her back!” But 
that’s not the way, I’ve learned. There was my little girl and another 
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This scale covers a wide range of behaviors such as response to 
routine, response to the unfamiliar, following instructions, making 
explanations, helping others, initiating activities, reacting to frus- 
tration, and accepting limits. The national norms for this scale are 
based on teacher ratings of children in preschool programs. On the 
first test, the average score placed the NICE children at the 38tfc 
percentile; on the last test, at the 78th. The gains were significant 
or each housing group, and the differences among groups were 
also significant. Over the three-year period, there was no signifi- 
cant difference between white children, who went from the 41st 
percentile to the 77th, and black children, who went from the 35th 
percentile to the 76th. 



TABLE 2 



California Preschool Social Competency Scale (Percentiles) 

First Teat Last Test 



Public Housing 1 
Random Housing 2 
St. Francis Square 3 



31 

43 

42 



72 

82 

78 



1 Low income ; black. 

s »°. me levels ? ab °ut half black, half white and mixed. 
8 Middle income ; about % white, i/ 8 black. 



4. The children made significant gains, too, on three scales de- 
veloped by the project in an effort to gauge three qualities it was 
rying to instill basic trust, initiative, and autonomy. Among the 
housing groups no significant difference appeared except in auton- 
omy, where the St. Francis Square children rated higher than the 



little girl, which is a little Japanese, Neisha. Every day this little 
girl, sometime during the day she would walk over and just hit my 
little girl- And my little girl would start crying. You know me- 
ld say, ‘This is just killing my ch'ld!” So one day I got so mad about 
it I went to the teacher and I told her, “Now listen, I’m just sick 
and tired of my child getting beat up every day,” and I said, “Some- 
thing should be done about it.” And the teacher, very calmly: “Well 
have you any idea why Neisha hits her all the time?” And I said I’d 

n0t JZ e J! th0Ught about why she was hitting her. And the teacher 
said, She wants to be loved.” The teacher went on to tell me: “When 
they are that little, they don’t know how to talk; this is their way of 
communicating with one another. That’s it. And the only thing she 
is tvying to tell Mary is: *1 want to play with you. I want to be your 
friend. And within a month and a half those two were playing to- 
gether every day. But you know, my concept of it was a completely 
different thing, but the wrong thing. 

I wish the project had come around sooner, that my older children 
wouldn t have had to suffer so much because I didn’t know. And I 
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other groups at all times. When first tested, white children scored 
significantly higher than black in trust and initiative but not on 
autonomy ; on the last tedt, the scores for whites and black on each 
of the characteristics were virtually identical. The three scales are 
experimental and their validity untested. 

5. In their attitudes toward members of other racial and socio- 
economic groups, the parents have become considerably more open- 
minded and accepting. This is the impression of the staff and of 
persons who talk to representative parents. It is substantiated by 
an analysis of ratings for each mother on several experimental 
scales measuring “intergroup acceptance.” The ratings were made 
at the start of the project and again at the end. Over the three 
years, both the average score of all the mothers and the average 
score of the mothers in each housing group increased significantly. 
The groups had the same relative positions at the end as at the 
beginning: first, St. Francis Square; second, Random Housing; 
third, Public Housing. 

6. The mothers have become more skilled as parents and more 
competent as members of society. Ratings on experimental scales 
to measure child-rearing practices and general social competence 
showed significant increases over the three years. The St. Francis 
Square group again rated first and the public housing group third. 



think that the parent in this project got out of it just as much as 
these children or even more. 

My oldest girl was in the nursery school for three years. Well, I’m 
just so proud of her in the kindergarten. She’s marvelous in her 
class, and they are getting her ready to read. Because all the stuff 
that the older children have done, she's had it. You know, too, at 
times she helps the teacher a lot — to help the other children. And 
so Pm very proud of my children, those who were in the project. Be- 
cause they have learned education-wise and they have learned one 
of the things — . 

Just like my older daughter, she can tell the difference between a 
Japanese and a Chinese. And I can’t. Because she has been with these 
little Japanese and Chinese children. I'll say: “Oh, that’s a Jap- 
anese," and she’d say, “Oh, Mamma, that's not a Japanese — that’s a 
Chinese!” And this really shocked me because I couldn’t tell the dif- 
ference. But through us having all the different races of the children, 
and them playing with them — . Sometime you’ll kind of look at a 
child — they’re really looking at the child, different from the way we 
look at it. They look at how the eyes are made, and how the nose, and 
how everything, you know. 

Anybody tell you that? 

No — but I sort of learned from my children. Children look at each 
other in a different way than we look at each other. And then, you 
know, they’ll go up and touch, you know, to make sure that the hair — 
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Four of the mothers have become assistant teachers in the CCFC 
nursery ; another is in charge of the Center’s kindergarten-supple- 
ment program ; another supervises the after-school activities for 
older children at the Center. One mother has been employed by the 
San Francisco Unified School District as a school aide. A mother 
who was on welfare when the project started has become a secre- 
tary to a Y.W.C.A. 

7. Through open meetings, social affairs, membership of parents 
in community organizations, and other ways, the project’s influ- 
ence has extended beyond the families immediately involved. Staff 
and parents have been called on to consult Head Start staff, partic- 
ipate in panels, appear on TV, and help the State prepare for the 
1970 White House Conference on Children and Youth. The NICE 
schools were used in the training of psychiatric social workers, 
teachers, home economics students, health personnel, and members 
of the Teachers Corps and the Neighborhood Youth Corps. 

8. Materials useful to other projects concerned with preschool 
children have been developed. These include descriptions of the 
home task program, which has been widely followed by Head 
Start and other projects for disadvantaged children, and of sug- 
gested processes and materials for a “multicultural curriculum,” 
and a film, “Swimming in the Nursery School.” Two films are 



they want to know why is her hair different from mine. And they 
have to touch it to really feel and see that that is different and every- 
thing. So kids is just amazing. And when I started in the nursery I 
would go almost just for observation and then the more I went, then 
the more 1 wanted to go. I wanted to learn. Then I started working 
in the school with some of the children, which was very rewarding, 
because you teach them a lot, and you learn a lot from them. 

Has it been easier in kindergarten for your giri than for your boys? 

It’s a lot easier. It’s so much different in boys and girls anyway: 
girls seem to be a little bit more advanced than boys when it comes 
to learning. But my daughter, she is as much different in her going 
to the kindergarten than when my sons went as day and night. Be- 
cause when she went in there she didn’t have this fear of being away 
from me, for a time, because she had learned that, and then she had 
learned how to play with other children and she had learned all these 
different kind of peoples. Just like a teacher in kindergarten is a 
Japanese and they have an aide in there that’s a Negro. Well she 

different**^ ^ d ° eSn t even think about race or wh ? is a person 

She notices that — ? 

In the NICE project, even when they was two and a half and three 
they noticed. And they wondered and they questioned the teachers to 
some length about why, you know. You know, just like the cartoon- 
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being developed from NICE video tapes — on the introduction of a 
child into an ongoing program and on the use of cognitive materi- 
als to stimulate thinking. A series of pamphlets on various aspects 
of the program is planned. 

If money becomes available, the team that directed NICE — 
Mary Lane and two research associates, Mary S. Lewis and Free- 
man F. Elzey — expect to follow the NICE children through the 
fifth grade of public school. 

Birth of NICE 

One day eight years ago, Mary Lane received a telephone call 
from an acquaintance of hers, a young mother who had recently 
moved into St. Francis Square. This is the cooperative apartment 
development, for families of middle income, that in 1962 replaced 
several blocks of old, three-story houses occupied mainly by low- 
income black families. Other blocks of similar houses had been 
torn down earlier to make room for luxurious high-rise apart- 
ments. The San Francisco State professor, an authority on the 
education of young children, was asked to talk with a group of 
“the Square” parents about the troubling experiences they were 
having. 

Dr. Lane knew that the development had been planned as an 
integrated community for people committed to inter-racial living 
and that, while the majority of the residents were white, a number 
of middle-income black families lived there, too. She now learned 
that many, probably most, of the parents in the Square felt frus- 
trated and rebuffed. They had moved in considering themselves 
liberals in racial matters and eager to get along with the black 
people in the surrounding neighborhood, mainly in public housing. 
But facilities in the development such as laundry rooms and play- 
grounds were being vandalized, and children from the Square 
were being attacked and chased home from school by public hous- 
ing children. Further, a group of parents had started a coopera- 
tive nursery school in a nearby Y.W.C.A. and had hoped that some 
of the black public housing residents would participate, thus giv- 
ing children from the Square an opportunity to associate with 
other children who would be entering kindergarten or first grade 
with them. The public housing people had not responded. Resi- 
dents of the Square were beginning to feel themselves on an island 
surrounded by hostility. 



they would rub the black children’s skin; they would just rub it to 
see would it come off. And then they ask a lot of questions. Just like 
in my daughter, she wanted her hair to be long like Enrica’s hair, 
and so I had to press hers out so hers would be long like ’Rica’s hair. 



The Square children, Dr. Lane was told, were doing very well in 
elementary school, where almost all of the pupils were black. The 
teachers liked the newcomers and were pushing them ahead. 

And, one mother reported, “27 of us have been appointed room 
mothers . Apparently it had not occurred to her to wonder about 
the women who had been the room mothers before. And appar- 
en tly it had not occurred to most of the parents to wonder how 
public housing people might feel when they looked out of their 
stark concrete dwelling place and saw the Square — with its attrac- 
tive buildings and the neighborhood’s only grass and shrubbery- 

occupying the site where they or relatives or friends once had 
lived. 



Says Dr Lane, “I thought to myself: Here are all these middle - 
income children — 200 preschoolers alone — in the Square . And here 
are all these children in public housing . How wonderful if we 
could get a cross-cultural thing going, and see if we could break 
down some of the barriers .” 



A family-centered nursery school for 2-year-olds would be ai 
ideal “cross-cultural thing,” she felt, because even people of th< 
most diverse interests, if properly approached, would surely worl 
together more or less harmoniously for the welfare of their chil 
dren. And working together, they would learn to understand anc 
appreciate one another. Their children would accept inter-racia 
activities as a matter of course. Additionally, the children from 
disadvantaged families probably would enter the public school sys- 
m, after three years in the nursery school, much better prepared 
mtellectuaHy and emotionally than could be expected otherwise. 

With the moral support of a number of community organiza- 
tions and financial backing from NIMH, through a grant to the 
College, Dr. Lane spent a year developing her ideas, finding sites 



Do they ask questions of you? 

Yes. Because they are interested in things. And there she was, sort 
of questioning. She’d say: “Am I really a black person or am I a 
blue person?” The way I feel about it she is a Negro, but sometimes 
other people call the Negro a black. And then she said: “Well, I chink 
wan to be a Negro.” I felt kind of fine. You know. And after the 
questions, it wasn’t no problem at all. They played with each other. 

™* yd 6V r C ° m ® a ?, d they ’ d Say: <Tm a Ne ^°' or Mack,” and 
You re a Caucasian, and “You’re a Japanese,” and “You’re so and 

SO* 



How did the teachers explain? 



Well, they’d say at tiroes: 
us the other, you know, but 
all boys and girls.” 



“Some of us are one way and some of 
we re all human beings because we are 
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for the schools, talking to families with children of the right age 
(only two such families declined to enter their children), and 
selecting and training the teaching staff. Assisting her through 
the life of the project were the research associates mentioned 
earlier, Freeman Elzey and Mary Lewis. The three worked to- 
gether as a team, Elzey designing the research projects and ana- 
lyzing results, Mrs. Lewis conducting the interviews and creating 
the home tasks program, and all three sharing administrative 
duties. A psychiatric social worker, Stanley Seiderman, joined the 
staff some months after the schools opened and became a part of 
the team in a counselor role. 

Key Philosophy: Complete Acceptance 

Members of the teaching staff faced more problems than usual 
because, in addition to being teachers, they were expected to act as 
counselors to parents and researchers, a function that obliged 
them to make daily notes and write a weekly record of both child 
and parental behavior. During much of the first year, too, they 
sometimes found themselves acting as social workers, guiding 
low-income families to medical, housing, and other community 
services. Even after a social worker was added to the project staff, 
some of the families preferred to take their troubles to the teach- 
ers. A summer of intensive training preceded the opening of the 



I was prejudiced before I went to the nursery school. Because when 
my older sons would come home and would talk about their friends, 
I would say : “Is he a Negro or white?” And one day my oldest asked 
me: “Well, Mamma, what difference does it make?” And that gave 
me something to think about. And then I said: “Well, really what 
difference does it really make?” And then I stopped asking him that. 

This NICE project has helped me to overcome my prejudice, be- 
cause we often have discussions and one discussion was on prejudice, 
and I think three or four sessions were on it. And at the first meet- 
ing, everybody was sort of, you know, not really saying what they 
really feel. So, Mrs. Lane, she was there. “Now,” she says, “You 
should be fair — you really feel one way or the other about it.” And 
by the time we got to the second meeting, it really came out, what 
you really feel. And then we learned about each other. I’m prejudiced 
to a certain extent. Here’s you; you are prejudiced to a certain ex- 
tent. Because it brings you back to how we was raised. You know, 
and do we want our children to be raised this way? Well, we don’t 
want our children to be raised this way. 

Are you from San Francisco? 

No, I’m from the South. Houston. And I remember one of the 
things that used to hurt me — when my mother would say Yes, ma’m 
and No’m to a 12-year-old Caucasian. That used to break my heart, 
because that isn’t right, you know. How’re you . . . How’ re you. . . . 
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schools but could not altogether prepare the teaching staff for 
what lay ahead. 

Probably the most important feature differentiating these 
cross-cultural schools from other nursery schools was uncondi- 
tional acceptance of the parents as well as the children. It was also 
the teachers' heaviest burden. Unconditional acceptance meant, 
for one thing, putting up cheerfully with lackadaisical observance 
of schedule. Children and their mothers were welcomed any time 
they arrived. Mothers who wanted to take children home before 
the session was over were permitted to do so. Mothers who failed 
to pick up their children on time found them being cared for. 

More disturbing practices also were accepted. One mother 
spanked her 2-year-old daughter for wetting her pants. One 
father, finding his boy reluctant to leave at the end of a session, 
took off his belt and threatened him. A woman, watching her son, 
not yet 3, color a picture, insisted that he stay within the lines. In 
each case the teachers felt shivers running up and down their 
spines but said nothing. 

In staff meetings, where problems associated with unconditional 
acceptance were often raised, Mary Lane and her team took the 
position that if parents were ever to be open to change, in either 
child-rearing practices or racial attitudes, they first had to be 
accepted as they were. Some staff members found it harder than 
others to go along. One head teacher left after a few months. 

Before the end of the first year, the staff had evidence that the 
concept of complete acceptance was paying off. Families were 
changing their time habits to conform with the schedule of the 
schools. Parents were asking teachers why they didn’t punish the 
children for wetting themselves, threaten them for not doing im- 
mediately what the teacher wanted, insist on neat performances. 
And the parents were beginning to listen to the answers. 



And as a child coming up, it would break my heart, because we 
were taught at home that you respect age. And you know, I could 
understand that. But a person younger than me! And I would ask 
my mother, but she never could really explain to me, to my satisfac- 
tion. Or she’d say: “Well, you have to,” or “That’s the rules.” And 
I have always questioned things like that. 

There were things that came out during the group discussions here, 
that one race don’t really know what the other one really thinks 
until you really get down and start talking about things. Because 
just like some of the white persons would say they were taught you 
shouldn’t marry out of your race and everything, and a whole lot of 
this your parents don’t want you to. And they were shocked to know 
that these Negro parents didn’t want their children to marry out of 
their race. You know, and different things like this. 
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Making the Parents Welcome and Useful 

When the three schools opened, parents were invited to stay 
with their children as long as they wished or felt it necessary. 
Each school had a parents' corner, fitted out with comfortable 
chairs, coffee-making materials, and magazines. Some of the moth- 
ers delighted at the opportunity to watch their children and to 
talk with other adults lingered half the morning. After a while 
the “bag lunch” became an institution. On a certain day each 
week, mothers would drop in with a lunch bag during the morning 
and stay to observe the rest of the session and to eat with the 
staff. These informal get-togethers gradually moved from general 
talk about children to guided discussions of such subjects as sib- 
ling rivalry, art activities in the home, discipline and toy selec- 
tion. 

Mothers became more and more deeply involved in school opera- 
tions. After a few months some of them were asked to volunteer 
as additional aides because, even with one or two student teachers 
in each school, the ratio of adults to 2-year-olds was not high 
enough to give the children as much individual attention as they 
needed. Later, with the approach of summer and the departure of 
the student teachers, all mothers were asked to serve one day a 
week during the summer session. Most of those whose time was 
not otherwise committed agreed. They were invited to bring along 
their children, so the workday became also a family outing day. 
The following fall, Dr. Lane explained at a parents' meeting that 
writing research reports and attending teachers' meetings re- 
quired a sizeable amount of the teaching staffs' time. So one day a 
week the schools would close unless the parents could take over. 



I owe a lot to this project. I had a distrust for professional people, 
you know — that they were one way, and you were another way. But 
then in this project I learned that although they are professional 
people they are just human beings, like I am. You know, we call the 
staff by their first names, and everybody always looks at me when 
I say Mrs. Lane. Most of us call her “Mary,” but I don’t know — I 
have so much respect for her. I just come from old-fashioned teach- 
ing that when you really respect a person, and admire a person — . 
When I say, “Mrs. Lane,” well, this is my way of saying I respect 
her as a person for what she stands for and the things that she has 
done. It’s not because there is a difference in race or anything like 
that; it just comes out of respect. I suppose there is something in me 
that I just can’t come to call her “Mary.” I just can’t. 

I would just like to see that this family center could be continued, 
because I think it has helped my children and so many of the children 
that need help. And not only the children, but the parents. There was 
one mother in particular. Her children were enrolled in the nursery 



Teams of mothers signed up to do this, each team obligating itself 
for one day a week for six weeks. 

Home Tasks 

At the end of the first year, project staff members and teachers 
wondered what else could be done to bring home and school to- 
gether. In about half the families, parents rarely visited the 
schools except to drop off or pick up the child. And some of the 
parents who did stay longer were either uninterested in or puzzled 
by what was going on, in spite of staff efforts to communicate. 
These were parents who in the main thought of learning only in 
terms of reading and writing. Some way of getting into the homes 
and talking to the mothers individually seemed necessary if NICE 
was to be sure it was reaching at least most of the families. The 
staff decided on an educational intervention scheme it called the 
Home Task Project. 

Home Tasks would help parents see and make use of the learn- 
ing potential in the play activities of their young children. Parents 
then would have greater understanding of the school’s task and of 
the way the school uses materials to help the child learn. Also, by 
working with the child a few minutes each day, the mother would 
begin to view herself as the child's teacher as well as his mother. 

Mary Lewis spent the summer developing the home tasks and 
the explanatory materials to accompany them. The tasks were 
designed to extend knowledge, sharpen perception, develop motor 
skills, or expand concepts. They included seeds to be planted, a 
scrapbook to be filled, a plank to be balanced on, picture books to 
be looked at, puzzles to be worked, pieces of wood to be joined, 
drawings to be colored, games to be played and a turtle to be 
cared for. At Halloween every family would get a pumpkin along 
with a recipe for pumpkin cookies, a candle, and a list of sugges- 
tions on how a pumpkin could be used to help the child grasp such 
concepts as round, orange, hard and hollow. Altogether 60 such 
tasks were developed. 

Every week at a regular mutually satisfactory time, each home 
was visited by a member of the staff or a student teacher bringing 
the week's task and typewritten instructions for its use. The visi- 



school, and the first two years she wasn't really concerned about 
taking care of them. You know — their eating right and things like 
that. And since working with the NICE project and the teachers in 
it, I have seen a big change in her. She’s a completely different per- 
son. And then you ponder. You see a parent that don’t care, and after 
three years, this parent has just turned about. It’s the sort of thing 
that makes you stop and think. 
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tor demonstrated the task, explained the instructions, and dis- 
cussed the educational value. A bean bag game, for example, was 
intended to develop not only eye-hand coordination but also such 
space-relation concepts as inside, outside, to the right, to the left, 
over, and in front of. A “feel kit” included the book, “What Is 
Your Favorite Thing to Touch?”, a bag for holding small objects 
to be identified by touch and instructions for playing the “com- 
parison game,” in which the child is encouraged to name things 

that are “as smooth as ,” “as sticky as ,” “as soft as 

,” and so on. One tas called for mother and child to take a 

short walk, talk about what they saw, and draw a rough map 
locating some of the things seen. Mothers were encouraged to use 
the tasks with their children at least once a day. The following 
week the visitor returned with the next task and asked about the 
child's experiences with the last one and the mother’s ideas for 
expanding its usefulness as an educational item. Expensive items 
such as books or puzzles were picked up for delivery to other 
families. 

The staff reports that the home task project, which continued 
through the second year and 18 weeks of the third, was not with- 
out headaches. Items were lost, broken, or kept for longer periods 
than scheduled and visits were missed because of forgetfulness 
either by the visitor or the family. From the comments of the 
mothers, however, the staff believes that the project succeeded 
both in drawing parents closer to the schools and in demonstrating 
the potential of tho parents as teachers. Visitors reported increas- 
ing interest on the part of most families. Many mothers reported 
that home task day had become a special occasion for the whole 
family. Even middle-class mothers were surprised av the variety 
of ways open to them to develop their children's abilities. After 
each visit certain information was recorded on IBM cards. It is 
now possible to determine, among other things, which tasks were 
most used and how a given task was regarded by mothers and 
children. 

A Training Course for Parents 

At the request of mothers who said they would like more infor- 
mation on how to work with young children, the project staff 
decided midway through the second year to offer a course in pre- 
school learning and education. It reasoned that such a course would 
make the women both better mothers and more competent aides at 
the schools. Mothers were told the course would run two hours a 
week for 15 weeks and that they would be expected to work one 
day a week in the nursery. Out of 32 mothers who were not 
working, 15 signed up — 8 of them black, 4 white, and 3 Oriental. 
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Asked by Dr. Lane, the instructor, why they wanted training, 
those who signed up said they would like to learn, among other 
things: 

To talk to my children so they will want to mind. 

To get rid of the feeling that I can’t handle my child. 

To read books with more feeling. 

To stay calm. 

Educational spots in the city for children. 

What to expect of children. 

To understand myself better. 

The mothers were asked to take notes; readings were assigned 
and reported on; small groups were formed to make a special 
study of one area of interest chosen by the members (such as 
books, trips, toys) ; and each mother had a semester project — to 
study and report upon one child, not her own. 

To set the tone for the course, Dr. Lane wrote each mother a 
letter in which she said, in part: 

You are your child’s most important teacher. Did you ever 
stop to think what life-long learnings come from you? First 
ot all, he learns the feel of mother as you feed him, change 
him, bathe him. He remembers this always. From you he 
learns how much he can trust the world. 

Then he learns his language from you. His voice tone and the 
way he pronounces words will be much like yours. What he 
nrst talks about will be what he has heard and seen at your 

KH6G« # 



Very important is what he learns from you about how you fee 
about people. If you are friendly and helpful and think peopk 
are pretty fine, he is likely to feal this way, too. 



He learns very early from you how you feel about him. If you 
feel your child is just great for a two- or three-year-old, he’ll 
feel great about himself. These attitudes that he “catches” 
from you when a child, he is likely to keep for all his life 

The course included sessions on child study, art activities, music 
and fantasy, books and story-telling, educational trips and toys, 
and science. Dr. Lane or another San Francisco State faculty 
member would discuss the topic and answer questions. Then a few 
of the weekly reports written by the mothers as part of their 
semester project— to observe a child — would be read and dis- 
cussed. During the following week the mothers were expected to 
try out in the schools something they had learned during the 
session. If the topic had been music, for example, they were asked 
to lead a small group in a song or a dance. 

“I thought we were just going to learn from Mary Lane,” says 
one mother, whose views of her experiences during the course 
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were typical. “And that would have been fine. But we learned also 
from each other. One of us would have a problem with children, 
and we’d lay it in front of everyone, and people would come up 
with some very good ideas. You learn ten times more with people 
sitting around a table with you. You let all your feelings out, and 
everybody gains.” 

The course was so popular that next year Dr. Lane offered it 
again. And, to meet the demand from working mothers, Mrs. 
Lewis offered a similar course in the evening, which was attended 
by a few fathers as well as by mothers. All in all, about 35 parents 
took one of the courses and earned credits from the extension 
division of San Francisco State for doing so. The credits were 
appreciated particularly by half a dozen of the mothers who 
wanted to work in day-care centers and had to meet the require- 
ments for a license. 

Developing Self-Esteem 

In the beginning, NICE made no effort to develop a cross-cul- 
tural curriculum for its children. Since the project was serving a 
cross-cultural population and had a cross-cultural staff, it assumed 
that the curriculum was bound to be cross-cultural. The staff put 
its conscious emphasis on developing skills — perceptual, motor, 
cognitive — and trust, autonomy, initiative, and social competence. 

Because many of the children had culturally poor backgrounds, 
the project did place more than the usual emphasis on building 
self-esteem — on helping each child see himself as someone special 
and as a member of a special family. The staff followed a number 
of fairly common procedures, such as hanging a full-length mirror 
low enough for children to see themselves, using the children’s 
names in talking and singing, and identifying and exhibiting work 
produced by the children. Going farther, the teachers also gave 
special attention to children with markedly low self-esteem, some- 
times even assigning one staff member to care exclusively for one 
child. For example, a student teacher was assigned to Buddy, who 
was too fearful to talk or even, at snack time, to reach out for a 
glass of fruit juice. The teacher took him on walks, read to him, 
played with him. Half a year later, Buddy was talking a blue 
streak but articulating poorly, so the staff guided him and his 
mother to the college’s Communication Disorders Clinic. By the 
end of the year, Buddy's self-concept had improved dramatically. 

For deepening and expanding a child’s good feelings about him- 
self and his family, NICE regards photography as its most impor- 
tant activity. Each school had a simple camera, which the teaching 
staff was encouraged to use for portraits, candid shots, and group 
activity pictures. Since the project had access to a dark room at 

219 




the College, processing was inexpensive. The schools usually had 
many pictures on display. In one school, children’s photographs 
were used to identify lockers; in another, each child had his own 
bulletin board, on which were displayed his photograph, samples 
of his work, and group photographs of classmates. All the schools 
displayed family pictures. The photographs were often the subject 
of discussion among children, teachers, and parents. 

Special events such as birthdays, picnics, and trips were photo- 
graphed and the prints put on display for use as learning materi- 
als. And occasionally pictures taken a year or two earlier would be 
brought out for comment. “When a child has an opportunity to see 
himself in this way through time and space,” Dr. Lane comments, 
‘he views himself as a changing person. We feel he gains a sense 
of openness about himseif and his potential. These are important 
factors in the self-concept.” 

During the second year, families, teaching staff, and children 
cooperated to produce a “Self Book” for each child. This was a 
collection of photographs that the child wanted to have in his own 
book, together with his own comments about them. Each book 
egan with a photograph of the child and a typed transcript of the 

story ue dictated about himself. Then came other photographs 

usually of members of the child's family, his teachers, and his 
favorite toys. The photographs at home had been taken by some- 
one from the school in accordance with the child’s wishes. With 
each picture was a story the child had dictated. The Self Books 
were kept in school. Often a child would ask a teacher or a parent 
to read to him from his book ; he would listen delightedly. From 
this project, Dr. Lane is sure, the child learned not only that his 
amily was something special but also that someone cared enough 
about him to record what he said. “ 



Later, staff members and parents under the guidance of Mary 
Lane produced for each child “My NICE ABC Book,” which 
opened with his photograph and included, under F, a photograph 
of his family. Each of the other pages had a verse about one of the 
etters of the alphabet, together with photographs of the children 
or teachers whose first name began with that letter. Thus a child 
could learn the ABC’s and at the same time the names of all those 
who shared with him three years in the nursery school. 



^ Cross-Cultural Program 



It was apparent from the start that some of the children noticed 
differences in one another, for they would feel another child’s hair 

ftS i, >^° v . er *^ ’k* differentness, and touch and comment on 
each other s skin. Late during the second year, when the children 
were approaching their fourth birthdays, the teachers noticed that 
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they were becoming more consciously aware of differences, or at 
least talking more often about them. One noon as one of the black 
mothers was leaving school with her daughter — after a session in 
which the music hour had included a song about black being beau- 
tiful — the little girl said: “Mommy, you and I are white, aren't 
we?” She was one of several black children who identified rather 
strongly with one or another of the white teachers. On the other 
hand, one of the white boys kept telling his mother he wished he 
were “dark, like Michael,” because he liked Michael very much. 

So the staff began thinking perhaps it should be paying more 
conscious attention to the cross-cultural elements of the curricu- 
lum. The feeling was that children should not only become aware 
of differences between one ethnic or cultural group and another 
but also come to accept and appreciate these differences. In addi- 
tion, a child's image of himself and his family should be tied to 
that of his group. As Dr. Lane puts it: “We hoped each child 
would come to feel that ‘I am Bobby Lewis. My folks are the Lewis 
family. And the Lewises are — black, white, Oriental, mixed, or 
whatever.' " 

Parents were urged to attend staff meetings to talk about these 
goals and what more might be done to attain them. The parents 
were to constitute the Parent Advisory Council. Only nine 
accepted, but these were outspoken in their comments. For exam- 
ple: 



“There are people I don’t want him to identify with, no matter 
what color they are — people, you know, of lower character.” 

“How can you explain to your child that you get angry with 
people in high office and that you don’t like a certain person 
even if he is President?” 

“Yeah, it's hard to build respect, especially in a black home. 
They're always talking about bad white people — they do this 
to us, and they did that, and we're going to get 'em. Like she 
knows somebody white killed Martin Luther King, but she's 
kept her white friends.” 

“You know, it's a funny thing, I never even thought of it- that 
way myself — a white man killed Dr. King, but I guess it's a 
way of thinking about it. I think I would say it was an indi- 
vidual not a white or black man, and it’s wrong no matter who 
did it.” 

“I think the children need to know blacks do bad things and 
they do good things, just like white people and pink people. 
But I think when my little girl sees a black do bad things she 
thinks it too bad.” 

“Well, I want my kid to feel good about herself and if she does 
that, maybe she won’t have to hate other people.” 
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All of the parents were kept informed of the Council’s discus- 
sions. The attending parents, as well as some of the others, con- 
tributed ideas for the third year’s program. In the end, the staff 
had many suggestions for ways of teaching differences, particu- 
larly in matters of food, dress, games, customs, and holidays. 
Through its own research it also had a list of books and another of 
recorded music and songs from many cultures, considered appro- 
priate for prekindergartners. 

As the result, the third-year program included : 

• Development of a multicultural calendar that marked such 
dates as Martin Luther King’s birthday, Chinese New Year, Japa- 
nese Children s Day, and Jewish and Christian holy days. The 
calendar was intended primarily for home use, but some of the 
special days were observed in the schools. 

• Visits to the library during Negro History Week to see an 
exhibit of photographs of people around the world. 

• Showing of a moving picture about a black boy and a white 
boy attempting to span an ocean inlet by building a bridge to- 
gether. (“Bridge Tomorrow,” written, filmed, and produced by 
Oscar Williams, San Francisco State College.) 

• Displays of photographs of prominent people — white, black. 
Oriental. 

• Games and songs from different cultures. 

Exchange of recipes among the mothers and the sharing of 
characteristic dishes — such as chittlings, teriyaki, sweet and sour 
pork — at the weekly school lunches. 

Services for the Family 

The teachers frequently encountered problems that could not be 
handled with simply a few minutes of advice. For instance a 
mother was sick, and her family needed homemaker assistance’; a 
marriage was on the rocks ; a family had to move but could find no 
place to move to; a credit agency was threatening suit; an older 
child was in trouble with the police. Particularly during the first 
half year teachers often spent part of their afternoons, which had 
been set aside for planning and report-writing, and even some of 
their free time, consulting with such families and bringing them 
together with the appropriate community services. 

The addition to the staff of a psychiatric social worker eased the 
situation. He acted as a consultant to the teachers and a counselor 
and advocate of the families requiring help. With the aid of two 
graduate students in social work, he studied the public resources 
of the area— health, ei&ployment, legal aid, and the like— and told 

ab .? u * * h ® m * meeting to which the parents in particular 
were invited but which was open to all. A number of the poorer 
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families hadn't known what was available to them almost next 
door, free. 

During the tnree years of the NICE schools, the project helped 
35 families to deal with specific mental health problems through 
counseling by the social work staff or action by other community 
agencies, or both. About two-thirds of the cases were child behav- 
ior problems, half of them involving nursery school children and 
the other half, older brothers and sisters. 

In other ways, too, the project became involved with a family’s 
older children. For boys whose parents said they needed some- 
thing to do, it organized a club led by students in educational 
sociology at San Francisco State. One activity was going to base- 
ball games with their fathers. If a boy’s father couldn’t attend, the 
boy went with another father in the project. A black boy might be 
picked up by a white father, a white boy by a black one. Other 
activities included trips on foot or by bus to interesting places in 
the city. For older girls, the project formed the Girls’ Friendship 
Group, which met weekly with a student leader. For a dozen older 
children who were having trouble in school, it procured tutoring 
by student teachers. During the project's last summer, the social 
work staff arranged for 19 youngsters to attend good, small 
camps. 

In addition, the schools provided intervention almost continu- 
ously and as a matter of course as the teachers identified special 
needs. If a child always hung back from group activities, he was 
encouraged in a number of ways to join in. If a child lacked a male 
model at home, he was chosen more often than others to go with 
the man teacher to buy fish for the acquarium or food for the 
guinea pigs. If a child just sat and looked blank, though his hear- 
ing was normal, teachers made sure that some smiling, interested 
person was near him, often talking to him. Because staff members 
knew children and families so well, the project estimates that all 
but half a dozen families received special help directly related to 
mental health. 

The project was concerned with physical health as well, the 
purpose being to see that each family knew how to get the medical 
services it needed. To this end, the project required annual physi- 
cal examinations for both children and mothers, and when neces- 
sary it guided the families to facilities where the examinations — 
and any treatment required — could be obtained at little cost. It 
won the cooperation of the Health Department in providing vi- 
sion, hearing, and dental screening services. It arranged for a 
comprehensive serology test of all the children, primarily to screen 
for sickle cell anemia, which has a relatively high incidence among 
blade people. Several children were found to have the condition 
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and their families were helped to get the necessary medical care. 
The project arranged also for parents to participate in several 
discussions of cancer. 

Other activities included : 

Swimming classes for nursery school children and their older 
brothers and sisters. 

A dancing class for mothers. 

Swimming parties for mothers. 

A sewing class for mothers, with aid and instruction from home 
economic majors at San Francisco State. 

An art class for mothers and fathers. 

Moving pictures on family life and education. 

A monthly meeting for mothers, where the topics discussed 
included, “Prejudices and How to Discourage Them,” and “What 
Advice Would You G ive to an 18-Year-Old Mother-To-Be ?” 

School and tri-school suppers and picnics. 

Involvement in the Community 

The project was alert for ways to facilitate the involvement of 
families in community affairs. One opportunity occurred early 
when the play yard of the Westside Courts Nursery School was 
subjected to vandalism, including the partial burning of a play- 
house. At a meeting of the residents of this public housing unit, 
quickly arranged by the staff, people who were not members of the 
project had an opportunity to voice hostility toward the school for 
serving “white kids” as well as black. And parents with children 
in the school had an opportunity to explain the goals of the project 
and thus win for it greater acceptance by their neighbors. 

Beyond that, the discussion brought out a legitimate grievance : 
the lack of recreational facilities, particularly for children from 9 
through 13, who seemed to have done most of the damage 
Through the efforts of the head teacher, a second meeting was 
attended by the staff of a nearby neighborhood center and ar- 
rangements were made to bring Westside Courts youngsters into 
that center's recreational program. As an outgrowth of this expe- 
rience, staff and parents worked with community leaders to obtain 
better planning for the use of a small park for the Westside 
Courts area and became more involved in the Police Community 
Relations Program. Also, one of the teachers at the nursery school 
started a woodworking class for older boys and this developed into 
a club for young teenagers, girls as well as boys. The burned 
playhouse, incidentally, was rebuilt and the other damage repaired 

by a group of the fathers— black, white, and yellow— in the course 
of a “work Saturday.” 
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During interviews with staff members before the nursery 
schools opened, many of the parents — of all the ethnic and socio- 
economic groups represented — expressed concern about the area’s 
public school facilities and programs. So a Public Education Com- 
mittee of parents and staff members was set up. It arranged for 
meetings at which school issues were explained and discussed; 
organized a program of parent-school visits, under which parents 
visited the kindergartens their children would attend; and sent 
representatives to meetings of the city’s School Board. The Com- 
mittee became an area-wide group. 

One mother — black, six children, on welfare — represented 
NICE as a board member of the Mental Health Consortium, 
formed to work for better use of the area’s mental health facili- 
ties. Another participated in a charrette, a community-based meet- 
ing open to the expression of the residents’ wishes and complaints, 
organized by the Far West Educational Laboratory. The social 
worker represented NICE on a community planning group, where 
he helped develop a program for the sick children of working 
parents. 

Breaking Down Boundaries 

Several months after the schools opened, a white couple invited 
all the other parents from one of the schools to a party in their 
home in St. Francis Square. It was the first parents’ party. One 
black couple from public housing decided not to go because they 
could not believe they would be welcome. Another got as far as the 
host’s door. “If anybody looks funny at me when they open the 
door and see who’s here,” said the man to his wife, “I’m turning 
around.” Today, according to staff members, the idea of rejection 
would never occur to any of the parents because they have come 
to trust one another. 

The development of trust was a rather slow process. Until the 
schools had been in operation a year, there was little mingling by 
the parents across either racial or income lines. The mixing proc- 
ess speeded up during the first summer, when more of the mothers 
were helping at the schools and getting to know one another bet- 
ter, and whole families were being thrown together at school 
picnics. During the final two years, middle-income parents, who 
were predominantly white, habitually picked up low-income par- 
ents, who were predominately black, and took them to parents’ 
meetings and other activities. And some of the women with a car 
in the family organized car pools so that working mothers, gener- 
ally from -jw-income families, would be saved the trouble of get- 
ting their children to and from school. 

Comments from parents tell this part of the story best. 
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One mother who had never associated with white people (“oh, 
we had little friendships in school but it was always kept in 
school, you know — they didn’t come to visit me at home and I 
didn’t go to visit them at home”) found herself liking almost 
everybody she met in the project. “And, someway, it’s not a forced 
like : I’ve gotten to know them and it’s a real friendship — not just 
having something to talk about, mostly school. They like me, and I 
like them.” She and her children go to dinner at white families’ 
homes and the white families and their children go to dinner at 
her home. 

“We are meeting people on a social level that we wouldn’t have 
met before, except possibly on a business level,” said a profes- 
sional man of Chinese ancestry. “This is the most magnificent part 
of it.” He recalled the first time he and his wife had been invited 
to a social occasion — an anniversary — at the home of one of the 
black families. The father managed a clothing store. “The thing 
that struck us very profoundly,” said the professional man, “was 
that these people have as much capability as I have, yet they are 
not able to live nearly so well for their efforts as I am. And there 
are many black families who live even less well — in one of those 
very inhuman monoliths that architects have created to house 
those families. When you get them that kind of housing, how can 
you expect high-class citizenship performance?” 

Said the wife of a lawyer: “We didn’t go out of our way to 
solicit friends among the parents, just as we don’t go out of our 
way to solicit friends among our neighbors. It was just a natural 
happening, and it took time. It’s genuine.” Her husband noticed a 
couple of plainclothesmen looking on at a fund-raising dance given 
by the new Cross-Cultural Family Center. “It must seem odd to 
them,” he remarked, “this peculiar mix of people having a good 
time, drinking and dancing and talking and laughing.” His wife 
reported : “It was really beautiful.” 

Another mother, asked what she thought of cross-cultural edu- 
cation, said, “I think it’s wonderful, because I think that’s the 
answer to everything — all the problems that we’re having now. 
The more you are together the more you really know it’s no mys- 
tery. . . . You find out that people are actually doing the same 
things and having the same type problems, regardless. You really 
find that out.” 

One woman said that even before NICE she had been 
acquainted with a number of people different from her. “But I 
just didn’t have — I’d say ‘Yeah, it’s a nice day,’ and I’d be fin- 
ished.” She mentioned a nursery school mother who had been born 
in Japan. “One day I met her in the wash house, and we started 
talking. She was the sort of person I could say, ‘It’s a nice day,’ 
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and we were finished — after that — I don't know what it was. I 
think it was a change in both of us. The races don’t make too 
much difference — it depends on how they act. That should be a 
thing we should remember. She talks about the classes where 
people were talking about how they grew up and what happened 
to them — their way. And I sort of look at a lot of people and say, 
*Yes, that's how you become you are what you are.’ And that 
helps. It just helps in knowing a lot of people in general.” This 
mother said she was joining the Family Center because “I might 
learn to know somebody else that I didn’t know this year at all.” 

The New Family Center 

The nursery schools closed in the summer of 1969, as scheduled, 
and that fall the Cross-Cultural Family Center opened as the suc- 
cessor to NICE. The Parent Advisory Council and the project staff 
had spent half a year planning for it. 

The two biggest problems had been where to locate the Center, 
since none of the school sites was adequate, and how to finance it, 
since NIMH was unable to continue support. The site problem was 
solved providentially. Some of the nursery school parents ap- 
peared on a television program, dealing with battered children, 
and told what they had learned from NICE about child-rearing 
and children's education. Impressed, members of the Unitarian 
Church, which had recently finished building a new education 
center, asked what the project was going to do next, and offered 
the use of classrooms, play space, and an auditorium. The church 
representatives explained that NICE, more than some other wor- 
thy organizations which had been considered, seemed particularly 
able to carry out the church's commitment — to use its new plant 
for the good of the community. 

Some members of the project staff were not eager to accept. Dr. 
Lane, notably, felt that being in a church might put a damper on 
activities. She also felt that the superior, almost luxurious, facili- 
ties being offered might intimidate some of the persons who would 
be using them. She expressed herself at a meeting of the Parent 
Advisory Council and suggested that the search for a location be 
continued. The Council voted her down. One member remarked: 
“It won’t take me long to get used to a little luxury.” Dr. Lane 
soon felt altogether happy with the decision. 

The financial problem was tougher. For the first year it was met 
largely through contributions of time and talent by parents and by 
members of the original project staff from San Francisco State, 
and through money raised by cake and rummage sales and by 
benefits — a dance, a concert, a fashion show. The fund-raising 
efforts were so extensive and exhausting that for 1970-71 the 
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Center decided to operate the school in two sessions, morning and 
afternoon, and to admit children of non-members and charge tui- 
tion for them. Fund-raising efforts are still necessary but should 
be less arduous. Some members of the Center are opposed to this 
direction but have been unable to suggest a viable alternative. 

The head teacher of the Center’s nursery school was an assist- 
ant teacher in the original project, and her assistants are mothers 
who were trained as part of that project. The Center’s activities 
include a kindergarten-supplement program for the original NICE 
children three times a week; individual tutoring in the afternoon 
for elementary school children who need help in order to keep up 
with their classmates ; afternoon classes in sculpting, dancing, and 
science for children of 6 and older ; and evening classes in cooking 
and sewing for children of 10 and older. For boys and girls from 7 
to 10, there are clubs that meet weekly. For adults, there are 
discussion groups, pot-luck suppers, occasional socials. 

The Parent Advisory Council for the NICE schools became the 
Board of Trustees of the Family Center, which is a non-profit 
corporation. The chairman of the board, a man of Chinese ances- 
try, says : “The three years of the nursery schools simply started 
something that we expect to grow— to become increasingly more 
beautiful.” Anther member, a black woman, adds: “The Family 

Center speaks si -Tiger and louder about the value of NICE than 
anything we can say.” 

Research Grant: MH 14782 

Dates of Interviews: November 1969 an# September 1970 
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Long-Term Effects of LSD- 
A Follow-Up Survey 

Investigator: WILLIAM H. McGLOTHLIN, Ph.D. 

Department of Psychology 
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Prepared by» ANTOINETTE A. GATTOZZI 



The studies of Dr. William McGlothlin and, his associates have 
shed light on several controversial aspects in the use of the hallu- 
cinogenic drug, d-lysergic acid diethylamide — LSD. In order to 
gather information about the drug’s long-term effects, the investi- 
gators surveyed a large group of people who received LSD under 
medical supervision approximately ten years ago. Their analyses 
uncovered no evidence to support the claim often made by LSD 
advocates that the drug produces lasting changes in the user’s 
personality, beliefs, and behavior. Nor did they find any evidence 
to justify the fears of those who oppose any use of LSD because of 
its potential for chronic abuse. On the contrary, in piecing to- 
gether the first comprehensive picture of the pattern of non-medi- 
cal LSD use among white, adult Americans, the researchers dis- 
covered that most tended to decrease rather than increase their 
LSD use over time. 

The UCLA scientists also investigated the outcome of the preg- 
nancies that occurred in their population sample from the time of 
the initial LSD administration to the time of the survey. Their 
findings suggested that the risk of spontaneous abortion may in- 
crease if a woman uses the drug prior to conception. 

Finally, the researchers measured brain functioning in a small 
subsample of the population, a group composed of heavy users of 
LSD. In this area they found no evidence of generalized brain 
damage, but some indication that heavy use of the drug is asso- 
ciated with below-normal performance on tests of abstract ability. 

The Population and the Methods of Survey 

The researchers drew their population of LSD users from the 
records of three psychiatrists who, during the 1955-61 time pe- 
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riod, had given the drug to patients whom they thought it might 
help and to psychiatrically normal volunteers participating in clin- 
ical studies. From a total of approximately 750 people, 300 were 
selected randomly for the follow-up survey. The investigators 
were able to locate 284 and interviewed 247 (12 were deceased, 9 
were outside the United States, and 16 refused). Half had received 
the drug in experimental work and half in the course of psycho- 
therapy. 

Each respondent was contacted personally, interviewed in depth 
and given a detailed questionnaire to complete. In the interview he 
was asked to describe at length his recollections of the short- and 
long-term subjective effects of his experience with LSD. In addi- 
tion, background information on family, health, work history and 
the like was supplied, as was a history of drug use. The self-ad- 
ministered questionnaire consisted mainly of various psychological 
tests designed to reveal something of the respondent’s personality 
and his basic attitudes and values about himself and his world. 
The interview and questionnaire were the sources of the study’s 
data, which the researchers used to construct composite pictures 
of the whole sample and of various relevant subsamples. 

Characteristics of the Sample 

As might be expected, this group of people was found to be well- 
above average in education and income: slightly more than half 
held at least one college degree and two thirds had annual incomes 
greater than $10,000. Compared to a random sample of the U.S. 
adult population of the same age — at the time of the survey the 
mean age of the study sample was 44 years— the group included 
disproportionally large numbers of physicians and psychologists, 
artists, writers, and entertainers. 

Most of the respondents, 77 percent, had received LSD a total of 
1-5 times; 16 percent had been given the drug a total of 6-20 
times ; and 7 percent received it more than 20 times. The median 
value of the usual single dose administered by the physicians was 
125 micrograms (millionths of a gram). 

Extent and Patterns of Non-Medical LSD Use 

The researchers found that 23 percent of the sample — 40 men 
and 18 women — took LSD on their own after their initial experi- 
ence in a medical setting. Thirty-six people had used the drug less 
than 10 times, and 22 had used it on 10 or more occasions. The 
median value of the dose usually taken was 125 micrograms. 

The non-medical users were sorted into two groups on the basis 
of their use of other drugs prior to their medical experience with 
LSD. One group of 24 could be described as drug-prone, having a 

230 

2C8 



history of psychedelic drug use (e.g., peyote and mescaline) and 
or substantial marihuana use before their medical exposure to 
LSD. The remainder, 34 people, had never used such drugs before 
their medical experience. The groups were then compared in terms 
of the following variables. 

Current use of other drugs. The two groups of non-medical 
users were compared with each other and with the group who had 
no non-medical experience with LSD, in terms of their current use 
of such drugs as alcohol, tobacco, stimulants, sedatives, and hallu- 
cinogens other than LSD. The drug-prone group could still be 
described as drug-prone in comparison to the second group ; that 
is, it still showed substantially greater use of all drugs. On the 
other hand, those who were not drug-prone before their LSD 
experience, yet sought out additional LSD on their own, did not 
differ in their use of drugs (excepting only LSD and other hallu- 
cinogens) from the respondents who did not seek to use LSD 
again after their medical exposure to it. This suggested that the 
LSD experience, even if sufficiently valued to be pursued outside a 
medical framework, did not affect willingness to use drugs gener- 
ally for mood manipulation. 

Motivation for further LSD use. A large majority in both 
groups said that they had undertaken additional LSD experience 
for purposes of self-exploration. Nearly one third of the drug- 
prone group compared to 12 percent of the other group gave their 
motivation as a search for pleasure and euphoria. 

LSD use over time. The researchers found that in general LSD 
use tended to decrease over time. This tendency was even more 
evident in the group that was not drug-prone, but it was clearly 
visible in the drug-prone group as well. Only 18 people in the 
group of non-medical users had taken LSD in the year prior to the 
survey. Moreover, 35 people said they did not plan to use the drug 
in the future. 

Reasons for continuing or discontinuing. Most of those who 
intended to continue using the drug (23 totally) gave self-explora- 
tion as the primary reason for doing so ; four individuals of the 
non-drug-prone group specifically mentioned the desire for mysti- 
cal experience as their reason for continuing. The groups did not 
differ markedly on reasons for discontinuing use : the two reasons 
most frequently offered were a concern about “bad trips,” and a 
loss of interest in further LSD experiences. 

In sum, the pattern of non-medical LSD use as outlined above 
— the first systematic view of hallucinogenic drug use among 
white American adults — indicates that the drug has relatively lit- 
tle potential for being compulsively or chronically abused over 
long periods of time. Dr. McGlothlin has suggested that the most 



important reason why people typically decrease their use of LSD 
is to be found in the drug’s characteristic subjective effects. “The 
major effect of the hallucinogens," he noted, “is to temporarily 
suspend the normal mode of perception and thinking. The utility 
of the experience lies in the uniqueness of the new modes of 
perception and thought which becomes available under these con- 
ditions. However, as one repeats the experience many times, what 
was initially unique becomes more commonplace and there is a 
process of diminishing returns. The effect of hallucinogens is in- 

eed a trip and trips tend to lose their appeal when repeated too 
often. 

The pattern of use that emerged from the study is, of course, 
applicable only to the rather special population that was surveyed. 
Dr. McGlothlin observed, however, that there is a certain amount 
o evidence indicating that youthful drug users also tend to dis- 
continue or sharply reduce their use of LSD and other hallucino- 
gens over time. “This is not to discount the hazards of hallucino- 

«f\ US< L by adolesc ? nts even for brief periods of time," he said, 
but rather to predict that chronic patterns of use over periods of 
several years will generally not develop, for the same reasons as 
were operative in the older group described here." 



Long-Term Effects on Subjective Parameters and Behavior 

In this area of the study, the investigators separated the survey 
sample into two subsamples on the basis of the self-selection 

aCt ° 4 J*T otJ su * )sam P Ie was composed of respondents whose first 
use of LSD came about because their therapists suggested it, i.e., 
they were not self-selected in terms of motivation to take LSD. 
This was referred to as the TI group (therapist-initiated), and it 
contained 97 individuals. The 58 respondents who used LSD non- 
medically composed the other subsample, referred to as the NM 
group. The median number of LSD exposures was 3 for the TI 
group and 12 for the NM group; the median length of time be- 
tween the last LSD exposure and the survey was, respectively 9 
years and 3 years. 

, Jbe a P p r° ach to the problem of determining whether LSD use 
“““ “V durable changes in the TI and NM groups was to 
assemble two other groups with which to compare them-groups 
that matched the respondent groups in most important respects 
but had no experience with LSD or other strong hallucinogens. 
Thus, the controls for the TI group were also patients in psycho- 
therapy with one of the three psychiatrists, but none had received 

h! .?/ grou P the y etched the TI group on sex, age, educa- 
tion, and proportion hospitalized for psychiatric illness. A simi- 
larly matched control group of individuals who had never used 
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LSD was assembled for the NM group ; it also contained the same 
proportion of individuals in' medical and art-related professions. 
All the control subjects were interviewed and given the survey 
questionnaire, from which only the items relating to LSD use were 
omitted. 

Subjective reports of change. The respondents were asked to 
evaluate how they perceived themselves at present compared to 
the year preceding their first LSD experience in terms of eight 
traits presumed to be influenced by the hallucinogenic experience 
(e.g., “more understanding of self and others,” “less materialis- 
tic,” “more appreciation of music”). The researchers found that 
the TI group did not differ from its control group in reporting any 
changes. The NM group, on the other hand, substantially exceeded 
its control group in reporting change on all eight traits — they saw 
themselves as more understanding of self and tolerant of others, 
less egocentric, materialistic, and aggressive, more appreciative of 
art and music. In addition, the TI group attributed changes to the 
LSD experience far less often than the NM group. 

Nevertheless, two thirds of the TI group and three fourths of 
the NM group felt that their LSD experience had produced moder- 
ate to pronounced lasting effects. They said they had become more 
understanding and accepting of themselves and more tolerant of 
others because of the LSD experience. Their comments indicated 
that they had moved toward a humanistic, naturalistic, pantheistic 
philosophy of life in which the appreciation of nature’s harmony 
played an important part. Many of the self-reported changes, Dr. 
McGlothlin noted, stemmed from LSD’s acute subjective effects — 
that is, its capacity to dissolve the user’s habitual structure of 
perception. People who attributed change to LSD experiences 
usually felt that this broadened perspective was ineradicable, and 
consequently had influenced various aspects of their lives. 

Personality correlates. The survey questionnaire tested four 
personality attributes thought to be relevant to the hallucinogenic 
experience. These were hypnotic susceptibility; predilection for 
extremes, risk-taking and experiencing the unfamiliar ; and pref- 
erence for intuitive rather than factual approaches. Data analyses 
revealed that the TI group did not differ from its control on any of 
these measures, while the NM group scored significantly higher 
than its control group on all of them. This finding was in accord 
with the results of an earlier study made by the investigators in 
which they found that the people who scored high in hypnotic 
susceptibility and preferred to live casually and spontaneously 
tended to be attracted to hallucinogenic drugs and to respond 
intensely to their effects. 




Beliefs and Values. One test me&sured the 1 m ports, nc6 given to 
such factors as obtaining self-knowledge, overcoming egocentrism, 
approaching life with a passive philosophy. Another test probed 
the respondents self-image, real and ideal, and a third measured 
his belief in paranormal phenomena such as UFOs and ESP. The 
results : The TI group did not differ from its control but the NM 
group scored significantly higher than its control on all measures 
but one ( real self-image ) . 

Attitudes. In this category, the TI subsample differed from its 
control group in that it held a more positive attitude toward East- 
ern philosophies. It did not differ on any of the other items (e.g., 
attitude toward individual freedom or foreign policy liberalism)! 
or in its estimate of how divergent its attitudes were from those 
of parents or most other Americans. Interestingly, the TI group 
showed itself to be rather intolerant of the hippie subculture; 
many felt that hippies were to be blamed for the public’s negative 
view of LSD. As for the NM group, compared to control, it 
showed significant differences on three items— Eastern philoso- 
phies, individual freedoms, and foreign policy liberalism. 

Anomie and Alienation. No difference appeared among any of 
the groups with respect to a measure of anomie. With regard to 
alienation, the TI group showed significantly greater personal al- 
ienation than its control group, while the NM group showed sig- 
nificantly greater sociocultural alienation than its control. 

Behavior variables. Only a few behavior differences were to be 
found between the TI and NM subsamples and their, respective 
comparison groups. Specifically, the NM subsample was signifi- 
cantly more likely than control to show marital instability, to 
participate in Zen or Yoga training, and to accept non-orthodox 
re igious concepts. The investigators had postulated that the oft- 
reported LSD-induced reduction in aggressive behavior might 
show itself in driving behavior. Accordingly, they collected infor- 
mation on speeding and other traffic violations from State records 
The results, however, showed no differences among any of the 



The investigators concluded from these various analyses that, in 
the amount given to the TI sample, LSD does not produce a char- 
acteristic pattern of lasting changes in personality, attitudes, be- 
ne.s, values, or behavior in persons not self-selected in terms of 
motivation to take LSD. They pointed out that even though most 
of the TI group felt their LSD experience had resulted in lasting 
changes, the proportion of those reporting changes on specific 
variables was in fact no greater than the comparison group, nor 

was there any evidence of LSD-related change in the many items 
measured. 
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The NM group, by contrast, did show consistently significant 
differences compared to its control. One explanation for the very 
dinerent showings made by the TI and NM groups would be that 
the LSD experience does not produce durable change at all; 
rather, it attracts a certain kind of person. However tempting it 
may seem, the investigators pointed out that to accept this ag- 
nation would be going beyond the data. It might also be art” 
they noted, “that LSD-induced change is a result of the inter 
of the drug effect and certain motivation and personal! 
bles, i.e., that the necessary motivation and other con 
LSD-related change existed for the NM group, but nc ; 

unselected TI sample.” In this study, as in previous woi tne 
investigators found that people who are both attracted and re- 
sponsive to the LSD experience are of a certain type : they like a 
casual, intuitive, and spontaneous style of life, they enjoy taking 
risks and exploring the unfamiliar. They are, in short, people who 
welcome the structure-loosening effects of LSD and other hallucin- 
ogens — and consider them to be highly useful — because such ef- 
fects reinforce their natural inclinations. Nevertheless, the re- 
searchers concluded that accepting this interpretation also would 
go beyond their data : “While it seems logical that repeated hallu- 
cinogen use might facilitate lasting change in persons already 
predisposed, we cannot demonstrate this from the results of the 
present study.” 

Adverse Psychological Effects 

Information was gathered about the incidence and nature of the 
following types of adverse effects, which are those most frequently 
attributed to LSD use. 

“ Flashbacks .” One of the interview questions asked : Subsequent 
to your LSD use, have you experienced any uncontrolled LSD-like 
experiences without using drugs? Thirty-six of the 247 respon- 
dents answered yes, then descnbed the instances in detail. Most 
were found to be relatively minor and not unpleasant or frighten- 
ing. In only eight cases were there reports of major perceptual 
changes — e.g., seeing ordinary objects as weird animals — or de- 
personalization experiences, such as feeling that the mind had left 
the body. Moreover, the investigators could find no good evidence 
suggesting a causal link between LSD use and the occurrence of 
the events described as flashbacks. In the large majority of cases, 
they noted, “there seems to be nothing more than the association 
of two events bearing certain similarities.” 

Respondents who had used LSD more than ten times were more 
likely to describe flashback experiences than those who took the 
drug less often, and there were slightly more non-medical than 
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medical-only users in the group. Compared to respondents who 
reported never having a flashback, the flashback group had a sig- 
nificantly higher mean score on the hypnotic susceptibility test. 

In reviewing their findings in this area, the researchers com- 
mented that their data highlighted the difficulty of defining the 
flashback phenomenon. “The term has been used dramatically in 
the popular media, and rather loosely in the psychiatric literature, 
to describe almost any experience which the drug user likens to an 
hallucinogenic effect,” they wrote. “Frequent reports of flashbacks 
among young drug users may be related to their relative instabil- 
ity and a tendency to use the hallucinogens frequently in high 
doses. It is also relevant that these individuals are exceptionally 
suggestible, prone to believe in all kinds of magical and fanciful 
phenomena, value perceptual changes and seek to induce them by 
various methods in addition to drugs. In general, the concept of 
the flashback needs to be better defined before it is useful for 
describing hallucinogen-related behavior.” 

General harmful effects. Ten percent of the respondents an- 
swered yes to the question: Would you say your use of LSD has 
harmed you in any way? There were no important differences 
among the various subsamples of the population in this regard. 
The largest single proportion of those who felt they had been 
harmed cited a general loss of structure, self-discipline, and direc- 
tion — although they were often ambivalent about this. The remark 
of one person was representative: “I’ve lost some of my goals. I 
don’t know if this is harm — my boss would say so.” 

Psychosis. One case of a psychotic reaction lasting more than 48 
hours occurred in the population sample. One other respondent 
blamed LSD for a “nervous breakdown” which lasted two years 
(no hospitalization), beginning four years after the last of 12 
medical exposures to the drug. “Bad trips” were reported by 24 
percent of the sample ; half retrospectively viewed them as benefi- 
cial. 

Suicide. There were seven known suicides and all had been 
patients receiving LSD in psychotherapy. None of the suicides 
took place during treatment and six of the seven patients killed 
themselves two years or longer after the last administration of 
LSD. The investigators were not able to find any information 
about the expected suicide rate among psychotherapy patients 
with which they could compare their data. 

LSD AND PREGNANCY 

The investigators followed up the outcome of the 148 pregnan- 
cies occurring in the population sample during the period of time 
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between first use of LSD and the survey. The number included all 
pregnancies, excluding only those that were ended by induced 
abortion. 

For 121 of the pregnancies, one or both parents had taken LSD 
under medical supervision only. Exposure was minimal for close 
to half of these cases, involving one drug session by one parent. 
Twenty-six percent of this group had five or more LSD sessions 
and 16 percent had ten or more. Fewer than 10 percent had used 
hallucinogens other than LSD before conception. The parents of 
the remaining 27 pregnancies had used LSD non-medically ; the 
total number of exposures for this group ranged from 2 to 165, 
with a median of 25. A majority of these respondents had also 
experimented with other strong hallucinogens before conception. 

Findings in two areas were noteworthy : 

Congenital defects. Fourteen babies were born with congenital 
defects, all of them to parents who had used LSD only under 
medical supervision. In half of the cases, the infant’s defect was 
either familial or was caused by a known genetic disorder. The 
remaining cases were either relatively minor anomalies or were 
familiar complications attending prematurity. (The prematurity 
rate for the total pregnancy sample was within the normal range.) 
One infant died with pulmonary edema. On the whole, these find- 
ings provided no evidence that, in the amounts used by the sub- 
jects of this study, LSD use prior to conception increases the risk 
of having a congenitally defective child. 

Spontaneous abortions. The spontaneous abortion rate for the 
medical-only LSD parents was 15 percent, which was similar to 
the normal rate. It was considerably higher for the non-medical 
users — 34 percent if the woman who had five of the ten total 
abortions is included in the calculation, and 24 percent if she is 
excluded. (LSD was used frequently during these five pregnancies 
by both the woman and her spouse; she also had an abortion 
before she and her spouse began using LSD.) 

Significantly more abortions occurred when the mother, or both 
parents, used LSD than when only the father had taken the drug. 
The researchers considered two possible explanations for this find- 
ing. First, the rapid production and turnover of germ cells in the 
male may rid him of any damaged sperm, while damaged female 
germ cells may remain until ovulation. The second possibility 
evolves from the fact that a greater proportion of the female LSD 
users were in psychotherapy than were the wives of male LSD 
users. While 36 percent of the 25 pregnancies ended in sponta- 
neous abortion after the use of LSD in psychotherapy, only 14 
percent of the 21 pregnancies aborted following LSD administra- 
tion to a mother in an experimental setting. “Assuming that per- 
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sons in psychotherapy are under great emotional stress,” the in- 
vestigators reasoned, “and that such stress increases the possibil- 
ity of abortion, this might be an alternate explanation for the 
higher abortion rate among mothers receiving LSD.” 

In sum, the findings on spontaneous abortions suggested that 
heir incidence may increase among females who use LSD prior to 
Conception. 



MEASURES OF BRAIN FUNCTION AFTER HEAVY LSD USE 

Sixteen respondents who had used LSD 20 or more times, and 
for whom there was no evidence of gross psychopathology before 
the first medical administration of the drug, were tested for ab- 
normality of brain functioning (organicity). The mean age of 
the gr j was 40 years ; the median number of exposures was 75. 
Most nt these individuals had tried other drugs, especially hallu- 
cmogens, and 6 had used an hallucinogen other than LSD at least 
20 times. They were given a battery of standard tests designed to 
measure general intelligence and to evaluate visual perception 
skills and verbal and abstract abilities. For purposes of compari- 
son, the same tests were given to a group of respondents matched 
on sex, age and education, and proportion receiving psychother- 
apy ; no members of the comparison group had ever used LSD. 

The test results were as follows : 

General intelligence. There was no difference between the two 



Vuual perception skills. The LSD group performed slightly 
more poorly than the comparison group on five of the six tests, but 
none of the differences was statistically significant. 

Verbal and abstract abilities. The LSD group did a little better 
than the comparison group on verbal abilities. On two of the tests 
of abstract abilities, however, the LSD group performed more 

w+ r y ’ m ° f them (the cate £°ry test of the Halstead 

battery) the difference was statistically significant. 

The researchers evaluated their findings in conjunction with the 

°V™ f rIier studies made by other investigators 
(Blacker, K. H., Jones, R. T., Stone, G. C., and Pfefferbaum, D., 
American Journal of Psychiatry , 125: 341, 1968, and Cohen S. 
an dwards, A. E., “LSD and Organic Brain Impairment” Drug 

Jtl™;. 1 ' ISSUe No - 2 ’ ^ D “r 1969). In agree 

£und n TJ e r lf r T k ’ Dr - McGlothIi n and his associates 

found no generalized evidence of organicity in a group of heavy 

Jl™ ne of T ^® P revi °us studies had found evidence sug- 
gesting that heavy LSD use impaired visual perception and spatial 
Mentation. The UCLA investigators could find little substantia- 
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tion for this, although they noted that most of their LSD subjects 
— unlike those of the earlier study — had not used the drug during 
the year before testing. Thus, they suggested, the two sets of 
findings raise the possibility that such effect might persist for 
some time after LSD use, but are not permanent. 

The strongest differentiation between the LSD and comparison 
groups which the UCLA scientists uncovered was in the area of 
abstract abilities; as noted above, the LSD group made signifi- 
cantly lower scores. In clinical studies of patients with suspected 
brain damage, a combination of low abstract-high verbal abilities 
is considered to be a warning sign of possible organicity. This 
combination was seen in the LSD group. For six individuals of the 
group, including the three heaviest users, the ratio of abstract to 
verbal scores was, by clinical standards, “moderately suspicious” 
of brain damage. This was also true for one person in the compar- 
ison group. 

The investigators concluded that these findings were no more 
than suggestive, for it was possible that the between-group differ- 
ence in abstract abilities stemmed from factors other than LSD 
use. Additional studies are needed to establish whether there are 
any causal links between heavy LSD use and impaired brain func- 
tioning. 

Research Grant: MH 7861 
Date of Interview : February 1969 

References : 

McGlothlin, W. H. & Arnold, D. O. LSD revisited: A ten-year follow-up of 
medical LSD use. Arch. Gen. Psychiatry, in press. 

Organicity measures following reteated LSD ingestion. Arch. Gen. 

Psychiatry, 1969, 21, 704-709. 

McGlothlin, W. H., Cohen, S., & McGlothlin, M. S. Long-lasting effects of 
LSD on normals. Arch. Gen. Psychiatry, 1967, 17, 521-532. 

McGlothlin, W. H., Sparkes, R. S., & Arnold, D. O. LSD: Effect on human 
pregnancy. Journal of American Medical Association, 1970, 112, 1483-1487. 




239 

24? 



A Pre-School Program for 
Disadvantaged Children 

Director: CONSTANCE N. SWANDER 

Co-Director: GLADYS R. BLANKENSHIP 

The Good Samaritan Center 
San Antonio, Texas 
Prepared by: H ERB ERT YAH RAES 



Introduction and Background 

Carmen, David, Pablo, Maria, and the dozen other 3-year-olds 
playing in the courtyard of the Good Samaritan Center in San 
Antonio strike an observer as happy, energetic, and bright. And 
they are. However, were it not for a special educational program 
developed and tested by the Center, with financial support from 
NIMH, many of them would be destined at 6 to enter the public 
school system so poorly prepared as to be considered and treated 
as slow— a few of them, possibly, as retarded. Typically, their 
course through the school system would grow increasingly diffi- 
cult, and a number would drop out early, prepared only for living 

at the low socioeconomic and cultural level into which they were 
born. 

The Good Samaritan Center is a neighborhood center serving 
about 20,000 people on San Antonio’s west side. This is a low-in- 
come area, more than 90 percent of whose residents are of Mexi- 
can descent. Though the neighborhood is clearly poor, it is not a 
slum. About 650 families live in two public housing projects; the 
others in small, one-story houses— some of them little better than 
shacks — covering block after block. Most of the houses, which 
would sell for perhaps $6,000, are owned by the families living in 
them or by a relative. They are usually neat, but crowded; living 
rooms must often double as bedrooms. 

In the four census tracts surrounding the Center, the median 
annual family income in 1960 ranged from $2,830 to $4,190. More 
than 60 percent of the families being served in the Good Samari- 
tan’s health and guidance clinics had monthly incomes of less than 
$200 to support from 5 to 15 persons. Among the families of 
children now being served by the pre-school project, about a third 
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are on relief. Fathers are absent in about a fifth of the homes. The 
men typically are unskilled or semi-skilled workers; the women 
typically do not work outside the home. 

Good Samaritan, located in the midst of the area it serves, is 
housed in half a dozen simply designed, one-story structures built 
around a courtyard. It is sponsored by the West Texas Diocese of 
the Episcopal Church and is supported by the church and by the 
United Fund of San Antonio and Bexar County. 

Studying the problems common to the people of its neighbor- 
hood, the Center found them to be rooted in lack of education, 
which in turn was rooted in lack of preparation for school. Sixty 
percent of the children in first grade were considered problem 
children ; 15 percent of all the children had been held back at least 
one year. Many of the teen-age dropouts could read and write 
English only haltingly; they could not express themselves ade- 
quately even in their first language, Spanish. Half of the adults in 
the neighborhood had not completed fifth grade. 

Constance N. Swander, executive director of the Center, decided 
in 1964 that the long-run solution to the area’s poverty and asso- 
ciated problems lay in preparing the children for success in school. 
She planned to do this through a pre-school program that would 
teach English while preserving and reinforcing the children’s use 
of Spanish, and at the same time would develop the children’s 
ability to learn by guiding them through planned learning experi- 
ences. 

The program, which won NIMH support and opened in 1965, 
had those two principal objectives because Mrs. Swander recog- 
nized that the children had two principal handicaps — lack of an 
opportunity to learn English and also lack of the verbal stimula- 
tion necessary for a child to develop whatever intellectual capacity 
he was born with. In the typical disadvantaged home of San Anto- 
nio’s west side, as in many disadvantaged homes elsewhere, chil- 
dren are likely to be ignored unless they misbehave, and language 
is used more for controlling their behavior than for telling them 
about objects in their environment or for otherwise instructing 
them. So they grow up lacking real facility even in their native 
language. And without language facility, points out Shari Nedler, 
until recently the project’s psychologist, “the child cannot organ- 
ize his concepts, he cannot reason at abstract levels, he cannot 
describe, analyze or synthesize; he cannot solve any but the sim- 
plest problems.” 

The 16 children who enter the program each year are chosen at 
random from the neighborhood’s eligible 3-year-olds, who are 
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found by a house-to-house canvass. To be eligible, a child must 
come from a low-income,* Spanish-speaking family that has lived 
at least five years in the city and two years in the neighborhood. 
This residential requirement makes for a stable sample; in four 
years the project has lost only two children. Until the 1969-70 
class of 3-year-olds was chosen, there was also a requirement that 
the child be able to speak only in Spanish. This requirement has 
been dropped, partly because most of the neighborhood’s children 
do know a little English, picked up from television and from 
brothers and sisters who go to school, and partly because the 
Center wishes to emphasize that the program is potentially valua- 
ble for any culturally disadvantaged child, whatever the language 
he hears at home. When the eligible children — there were 54 of 
them out of the 130 3-year-olds found in the most recent canvass 
— have been identified, a table of random numbers is used to 
choose the 16 whom the program can accept. 

During the first two years, the staff had some difficulty persuad- 
ing families to let their children participate. Several families, in- 
deed, flatly refused. Others had to be visited as many as half a 
dozen times by the Center's principal emissary, Gladys R. Blan- 
kenship, who is of Spanish descent herself and thoroughly bilin- 
gual. Mrs. Blankenship is superintendent of the school and co- 
director of the project with Mrs. S wander. The families knew and 
trusted the Good Samaritan Center; many of them just did not 
think a child of 3 was old enough to be parted from his mother, 
even if she did have — as she generally did — too many other chil- 
dren to pay him much attention. Today, mothers throughout the 
neighborhood are eager to have their children accepted in the 
program. And “Los Ninos,” a weekly television show starring 
Mrs. Blankenship and several children from the Center, under- 
taken in 1969 at the request of Station KENS, is popular in San 
Antonio and neighboring communities. 

In 1968, with the grant from NIMH due to expire in two years, 
the Office of Education made the project an arm of the Southwest 
Educational Development Laboratory, in Austin, Texas, one of the 
Office's 16 regional laboratories, and the laboratory named the 
project's psychologist, Mrs. Nedler, as its program director for 
early childhood education. Known now as the San Antonio Urban 
Educational Development Center, the project is serving as a model 
for other efforts with pre-school children from disadvantaged 



♦The Orshansky poverty index is used. A family is considered in the low- 
income group if, for example, it numbers seven persons and has an annual 
income of $4,700 or less. 



groups. As of early 1970, programs to further test the methods 
and curricula developed under the NIMH grant were going for- 
ward: 

— in San Antonio with 400 Mexican- American children, a 
program conducted with Model City funding in the public schools ; 

— in McAllen, Texas, with 150 children of migrant Mexican- 
American farm workers ; 

— in Dallas, Texas, with 3-year-old Negro children in a re- 
cently established school for disadvantaged children ; 

— in Bossier City, Louisiana, with 50 Negro children. 

Children from disadvantaged Negro families, Mrs. Nedler 
points out, have basically the same problems as those from disad- 
vantaged Mexican-American families : they are not learning good 
English at home, and they are not getting the intellectual stimula- 
tion necessary for the development of language skills and cogni- 
tive abilities. 

School sessions at the San Antonio center run for three hours 
each morning, five days a week. Each class of 16 has one young 
woman as teacher and another as assistant teacher. The teachers 
are college women who have majored in education or in child 
development and who speak Spanish fluently. The assistants are 
high school graduates from the same neighborhood as the chil- 
dren. Trained on the job, they serve not so much as aides — if this 
term connotes someone who helps with coats, serves snacks, car- 
ries messages — but as second teachers. 

Building Confidence 

Children in the Good Samaritan area, like children in other 
disadvantaged neighborhoods (and some children in more favored 
neighborhoods), typically receive little encouragement to begin a 
task and can have small hope of a reward for completing it. As 
long as a child is doing what he's supposed to do, his parents say 
little or nothing to him ; they wouldn’t think of praising him. But 
let him do what he is not supposed to do, and he is reprimanded. 
Such conditions stifle initiative and promote passivity. They may 
promote misbehavior as well, because misbehavior becomes one 
way of getting attention. 

Through all its many activities, the school tries to develop a 
child’s confidence and wholesome self-regard. At the very start, 
for example, each child is introduced to the class and given a name 
tag, which he wears proudly. Also, he is taken on a tour of the 
classroom and shown where things are kept, how to put them 
away, how to care for books, and how to carry a chair. Putting 
this information to use not only promotes good classroom disci- 
pline but also gives the child a feeling of accomplishment^ 



Classroom performance checklists, along with other observa- 
tions, are used to assign the children to three smaller groups based 
on ability levels. Such grouping gives each child opportunities to 
experience success in work geared to his ability or readiness. The 
groupings vary for different activities and are adjusted through- 
out the year. The teacher leads one group and the assistant an- 
other; members of the third group engage in individual projects 
— painting, building, cutting out designs, and so on. 

Another aid to building self-confidence and a feeling of identity 
is “tell time,” a period right after roll-call during which a child 
ma,y come before the class and say anything he wants to say. The 
children don’t have to participate, but most of them usually do. 
They talk about their mother or father, or something that hap- 
pened at home, or a cut finger— anything. Even the 3-year-olds are 
eager to express themselves. 

Children are praised when they answer correctly. They are also 
praised for working hard and behaving appropriately. A child 
who is unusually shy or passive is given special attention. 

Teaching English 

In the beginning, the Center thought that the children would 
learn English much as they had learned Spanish, by being exposed 
to it. As they took part in nursery school activities, the teacher 
would talk to them in English, using Spanish to explain. They 
would repeat her English words and gradually begin to use them: 
they would “pick up” the new language. Tests at the end of the 
year, however, showed that while the children had made progress 
on other fronts, they had advanced hardly at all in their knowl- 
edge of English. 

The school then began developing a program for teaching Eng- 
lish systematically. Based on its first-year experience and on word 
lists used in the public schools, it drew up a 2,800-word vocabulary 
and organized it by topical units- — words dealing with the body, 
with food, with clothing, with transportation, and so on. Vocabu- 
lary building, however, is not an end in itself. The school’s aim is 
to develop a child’s competence in his first language by expanding 
his basic fund of information through new labels, or words, and 
new concepts, or ideas, and then to introduce him to English by 
using the same labels and concepts. 

During the first 15 weeks of school the 3-year-olds hear nothing 
but Spanish, for these children typically have a poor vocabulary 
even in their own language. As their teacher expresses it, they 
lack labels. Their mothers, unlike most middle-class mothers, have 
not been inclined to name things — and thus to teach the names — - 
when talking to their children. They have been saying, “Get me 



that,” instead of “Get me the apple,” and “Put it here,” instead of 
“Put the apple on the table.” 

Lessons on body awareness, which is the first topical unit, begin 
with the use of a mirror to aid in self-identification, a pre-requi- 
site of self-esteem. Many of the children have not used a mirror to 
any extent — some, not at all — and are not fully aware of their own 
features. The teacher asks, in Spanish, “Whom do you see?” Gen- 
erally the child responds, “Me.” So the teacher asks, “Well, what 
is your name?” Then she asks everyone to say, “Good morning, 
Juan.” 

After other members of the group have been similarly intro- 
duced, labeling begins. The teacher points to her nose, eyes, mouth 
and names them ; then she has the children, one by one, say nose, 
eyes, mouth — in Spanish — and point to these parts on their own 
faces. Next the teacher touches a child’s arm. “Este es el brazo,” 
she says. “Este es el brazo, verdad?” Touching his ears, she says, 
“Y, estas son sus orejos — orejos, si.” When she asks a child where 
his ears are, he may hesitate. At home, undoubtedly he has heard 
the word orejos , but he has not quite connected it with his own 
orejos. The teacher comes back to him every once in a while until 
it is clear that the connection has been made. 

As part of the body awareness unit, the class makes a life-size 
puzzle. The teacher traces around a child; then asks, “What is 
missing — what does he need to be able to see? To be able to hear?” 
and so on. Once the missing features are put in, the teacher cuts 
the figure into parts, and each child gets the opportunity to put it 
together. He is encouraged to talk about what he is doing. 

Games such as Simon Says are also part of the curriculum. As 
with every new activity, the teacher and the assistant teacher first 
demonstrate how the game fr played. Then they lead groups in 
playing it. Eventually, as a means of building self-esteem, each 
child takes his turn at being the leader. 

At the conclusion of a unit, a performance checklist is adminis- 
tered. In the case of body awareness, the teachers ask, “Can this 
child identify himself by name? Label parts of the body? Locate 
them on a doll and on himself? Describe simple functions?” Lag- 
ging children receive special attention. 

From body awareness, the curriculum proceeds to clothing. The 
teacher introduces the unit by giving the rule for this class of 
objects: “If you can wear it, it’s clothing.” She then labels articles 
of clothing. “Who has a dress on?” she asks. “I have,” several 
girls respond. Says the teacher: “How do we know the dress is 
clothing? Because we can wear it.” After she has labeled several 
pieces of clothing, she points to a chair and asks, “Is this 
clothing?” ‘Why not?” “Can we wear it?” 
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The clothing lessons introduce the children to the concept of 
fasteners. “Can you find buttons on your dress ?” asks the teacher. 
What do you suppose would happen if you didn’t have buttons on 
your dress?” “What other ways can you fasten clothing?” 

Sometimes a child will point to a zipper and name it in English 
Yes, ’ the teacher will say, “that’s very good. That’s the way it is 
in English zipper. Now, do you know how we say it in Spanish?” 
They want to know, so she teaches them : segadura. 

The children are also taught the labels of such things in the 
house as stove, sink, chair, and table. The 3-year-olds have a model 
kitchen where they look at and touch the objects they are labeling. 

In many learning situations, action is required because it 
strengthens the learning process. Half a dozen 4-year-olds for 
example, gather with their teacher in a screened-off corner of the 
classroom for an English lesson. “We are standing,” the teacher 
says and places each child on his feet. “We are standing,” the 
teacher repeats. “We are standing,” say the children. The teacher 
begins jumping up and down, and the group follows. “We are 

“TW» ng ’” t , h . e „ teacher sa y®- “ We are jumping,” say the children. 
That s right, says the teacher. “We are jumping. Now say it 

Tw’ ar ! J “ mplng ’” “ We are Jumping,” say the children, 
he teacher sits down, and the group follows. “We are sitting,” 

teachT”ve^ e g rcl.” ttinK ’’’ ^ daSS rePeatS ' “ G00d> ” W3 the 

All age groups study the same topical units — food, clothing 
house, and so on— but the older the children, the more deeply each 

3 veiTold, < i XP Ore i' \ n ^ e Case of fasteners - for instance, the 
J d Iea ™ the labels for some types of them, and the 4- 

^f ; ’ ds expand f 2 la vocabulary. The 5-year-olds are led to con- 

and ask 6 fi U Tn e °. f / ast ? ners - The teacher holds up a child’s shirt 
, k3 firs ‘ Davld and then Maria to try it on. They can’t get 

do ateu? thfs V’’ 6 ‘ a® fr ° nt haS bee " sewn up - “ What can we 

easier to put on?” r aSkS ' “ H ° W We make this shirt 

“Cut it,” one child suggests. 

“Tear it open,” says another. 

front* 16 ’” the teaCher says ’ and P roceeds to rip the shirt down the 

a 110 ^ w ^ en + th \ childre n try it on, it doesn’t function as a 
shirt Again the teacher asks for suggestions. “What can we do 
now? How can we make this shirt stay together?” 

“A button,” somebody ventures. 

Somebody else says : “A zipper.” 

“Good,” says the teacher. “Let’s see what a button will do.” She 



sews one on. The group talks about what a button does and then 
generalizes to other kinds of fasteners. 

Lessons are based on what the child already knows. When Eng- 
lish lessons begin for the 3-year-olds in January, the introduction 
of words and concepts in English is preceded by a short review of 
the same words and concepts in his first language. For instance, 
starting a unit dealing with vehicles, teacher and children talk 
about un carro, un aeroplano, and un bus. Then the teacher an- 
nounces that everyone will speak in English. 

Teacher, holding up a picture of an automobile : “This is a car ” 

Children : car. 

T : All right. Say it, “This is a car.” 

C : This is a car. 

T: All right. This is a car. Good. 

T, holding up a picture of an airplane: This is an airplane. 

C : Airplane. 

T : Good. Again — 

C : This is an airplane. 

T : All right, Martin, say “airplane.” 

Boy : Airplane. 



At each age level the teacher listens to each child in the group 
as he tries to reproduce a new word. 

Children, as teacher displays a picture of a bus : “This is a bus ” 
Teacher : A bus. Again — 

C : This is a bus. 

T : All right. Let's have Martin say it. 

Boy: Bus. 



T : Bus. Good. Now let's say the whole thing. 

C : This is a bus. 

T : Very good. 

Then the teacher asks questions requiring a “yes” or “no” an- 
tWhn?v, thiS Yf’P and other questions testing whether or not 
showmethe S airp1^e‘! ,e W ° r<1 *° ( “ A " rigM ’ Martin - 

entody n r E nXh When ‘ he Children "* 4 ’ the Iesson is 

, (dlSplaying- pictures of an airplane, a truck, and a 
ship) : “These are vehicles.” 

Children : Vehicles. These are vehicles. 

T: Good. Why are these vehicles? 

Several children : Because they have motors. 

T: Because they have motors and because we can ride in them. 
T (showing airplane) : Do you ride in this? 

C: Yes. 

T: Then it is a vehicle. Say it. 
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C : Then it is a vehicle. 

T (showing ship) : Can you ride in this? 

C : Yes. 

T : Say it. Then it is a vehicle. 

C : Then it is a vehicle. 

T: Listen, if you can ride in it, it’s a vehicle. 

T (with picture of a shirt) : Can you ride in this’ 
C: No. 

T: So? 

C : Not a vehicle. 

T : It s not a vehicle. That’s very good. 

T : This vehicle is a truck. 

C : This vehicle is a truck. 

T: Good for you. This vehicle is a truck. Cynthia? 
Girl : This vehicle is a truck. 

T : Good. 



v .Tj 16 te ? cher v a r jes the pace of presentation in order to keep the 
corrtctly inV ° Ved ' THey mUSt listen carefulI y i{ they are to answer 



T : Is this a vehicle : Is this a ship ? 

C : Yes. 

T: Okay. I want Martin to show me a vehicle that is an air- 
plane. . . Very good. I want Cynthia to show me a vehicle that is 

banana G ° 0d ' 1 Want Juanita to show me a vehicle that is a 

Girl : It’s not a vehicle. 

T: No, you're right and I couldn’t fool you. That’s very good 

noint LT iP 1 ^ 0 S u° W me the Vehides Ver y *<>od. She 

all ships? 1 ° f them beCaUSe they are a11 vehicles. But are they 



C : No. 

T : Are they all airplanes? 
C : No. 



1 : Are they all trucks ? 

C : No. 

^ are they aII? WhJit; can you call all these things? 

C : Vehicles. 

T : Vehicles. That’s very good. 

y / ar ^r.when the children are 5. they learn that vehicles 
includes still other types and even sub-types. After the group has 

function of a passenger train— it carries people 
places — the teacher shows them a freight train. 

Teacher : What kind of train do we call this one ? 

Child : Where are the people? 

T : There are no people on this train. What does this train take? 
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Children : Food, gasoline. . . . 

T: Food, gasoline. What else co Id this train take? 

Child : A refrigerator. 

T : A refrigerator. You’re right. This is a freight train. Say it 
. . . Say it, Gonzalo, what kind of train is this ? 

Boy : Freight train. 

T : Say the whole sentence. 

Boy : This is a freight train. 

T : V^ry good. 

The lessons on vehicles — and on the other units — provide oppor- 
tunities for taking up language differences that present special 
problems. One of these problems has to do with differences in 
length ; largo and mas largo in Spanish become, when translated 
literally, long and more long in English. 

Teacher : This train is short. Say it. 

Children : This train is short. 

T (pointing to picture of a long train) : Is this train short? 

C : No. 

T : This is not short. So what could we say about this train? 

C : It is long. 

T : It is long. Say it. 

C : It is long. 

T (pointing to picture of a longer train) : This train is . . . 

C : More long. Longer. 

T : Longer. Say it, This train is longer. 

C : This train is longer. 

T (pointing to longest train) : What can we say about this 
train? 

C : More longer. 

T : No, we’re going to say this train is . . . 

Child : Longest. 

T : Good. Longest. This train is longest. Say it. 

Language lessons for the 5-year-olds also include a review of 
prepositions (the children learn, for example, that in English an 
airplane is on the ground but in the sky) and a sequence of 
questions enabling the child to relate present, past, and future 
tenses (the airplane is in the sky; before that it was on the 
ground; when the airplane on the ground takes off, it will be in 
the sky). 

Expanded Language Program 

Complementing the language lessons in all three years is what 
the Center and the Southwest Educational Development Labora- 
tory call “the expanded language program." This is so planned as 
to arouse the children’s interest in talking about the topics they 
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have encountered in the language lesson, and about related topics. 
It gives them practice in the new words — and concepts and struc- 
tures— and at the same time requires them to use their memories, 
reasoning powers, and imaginations. An English lesson dealing 
with fruits, for example, is followed by a discussion of these and 
other foods. The teacher gets the talk started by asking questions : 
What fruits do you peel before eating? Does an orange have more 
juice than a banana? What would happen if you squeezed a 
banana? Another expanded language activity involves the cooking 
of rice and corn, in order to find out — and talk about — how cook- 
ing affects their volume. Food also is used to help teach the con- 
cepts— -and the labels— of hot and cold (oatmeal and cornflakes) 
and big and little (apples). 

As part of this program, books pertaining to the unit being 
studied are placed in the classroom for the children’s use, and at 
story time each day the teacher reads from one of them. If the 
lesson unit deals with houses, for example, the teacher reads a 
story about houses. Then the children are encouraged to talk about 
their own home, or a friend's home, or anything that the story has 
brought to mind. Five-year-olds may spend three or four periods 
on the same story. The first day they may just look at the pictures 
and talk about what may be happening. The second day, the 
teacher reads the story and asks the children to compare their 
predictions with what actually happened. The third day the chil- 
dren draw a picture— the scene or event they liked best— and the 
next day they talk about it to the group. 

For the 3-year-olds, the expanded language program is in Span- 
ish throughout the year; for the 4-year-olds, much of it is in 
English, but the story period remains in Spanish. For the 5-year- 
olds, practically everything is in English. Daily music and art 
periods also serve the language program. 

Developing Perceptual Motor Abilities 

Many disadvantaged children reach first grade deficient not only 
in language skills but also in perceptual skills, which are even 
more basic to intellectual growth. The Good Samaritan school 
seeks to develop these abilities through planned daily exercises. 

Training in attentiveness and auditory skills begins during the 
first week of school, when the 3-year-olds learn a rule about listen- 
ing— that when they hear the bell, which is used to signal a 
change in activities, they will stop what they are doing and listen. 
Each child rings the bell and repeats the rule. Another time the 
teacher demonstrates two bells having different tonal qualities ; 
then the children close their eyes, the teacher rings one of the 



bells, and the children tell her which one it is. In another exercise 
the teacher plays one of four instruments — bell, drum, triangle, or 
cymbals — and a child who has been blindfolded is asked to walk to 
it. Other lessons deal with sounds in *he home — a door closing, 
dishes rattling, a window being openeu, water running. Such exer- 
cises get the children accustomed to paying attention to the differ- 
ences between sounds and to locating the source of a sound. Many 
of the children, from crowded, noisy homes, may have learned to 
tune out; now they are learning to tune in. Later on, more ad- 
vanced auditory discrimination lessons will sharpen their ability 
to detect and recognize differences in the sounds of words. 

The visual training program includes practice in discriminating 
among objects on the basis of size, color, shape, or function ; pay- 
ing attention to the boundaries of objects, as in cutting out or 
coloring a picture ; and noticing and reproducing patterns, as with 
blocks, pegs, and beads. Thus, the program strengthens visual 
skills and reasoning ability and at the same time helps prepare the 
child for an important task that he will face when learning to read 
— distinguishing one letter from another. Under visual training, 
too, come many exercises to strengthen attentiveness and memory. 
In one, for example, the teacher displays three pictures, then asks 
the children to close their eyes as she turns one over. Can they 
remember which one is missing? When there are four pictures, 
can they remember? Five? Seven? Another exercise uses letters 
instead of pictures. Another calls on the children to reproduce 
from memory patterns they have been shown — simple ones, like 
circles and triangles, at first ; later on, numbers and letters. 

While the typical disadvantaged child is proficient in such gross 
motor activities as running, jumping, and climbing, he lags in the 
development of the fine motor skills needed for classroom success, 
particularly in writing. The Center’s daily schedule, therefore, 
includes such activities as lacing shoes, tying ribbons, manipulat- 
ing small building blocks, dropping buttons through a narrow 
opening, using a pair of scissors, tracing, coloring, and pasting. 

Evaluating the Project 

By the time the children have completed two years at the 
Center, most of them — whether at play in the courtyard or at 
work with another child on some project in the classroom — are 
using both Spanish and English. There is no conscious choice, the 
teachers think ; the children use the words that come to mind urst. 

Will these children, after the third pre-school year, be able to 
compete in first grade with children who have learned English at 
home? 

The staff feels that they will. In substantiation, the teacher of 
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the 5-year-olds points out that in first grade, where she taught for 
four years, teachers are supposed to begin the reading readiness 
program immediately, a very difficult matter with children who 
know little English. The 5-year-olds at the Center, she thinks, are 
ready for such a program even before they have finished half of 
their last year. They have been trained to listen, which is one of 
the goals of the public schools’ reading readiness program. They 
have learned enough English to be able to follow instructions ; for 
example, they know when the teacher is talking about the top of 
the page and when she is talking about the bottom. They have 
learned other concepts and the English words for them. Give some 
first-graders from disadvantaged homes two or three objects and 
ask whether they are the same or different, and the children will 
just look at the teacher or say, “Maybe.” But the children at the 
Center, she says, “can tell you right off.” The Center’s children 
have also had experience in a common reading-readiness exercise : 
“Let’s look at this picture and you tell me what you see.” The 
Center’s children have done this many times ; they know the labels 
in English — “boy,” “girl,” “father,” “mother,” “house,” “car” — 
for what the pictures show, and they have had practice in express- 
ing themselves. 

Approximately 30 of the Center’s graduates are now in first or 
second grade, in half a dozen different schools. Two teachers have 
spoken highly of the few they have encountered, and at least a 
dozen mothers have dropped by the Center to report that the Good 
Samaritan graduates are doing considerably better in school than 
their older brothers and sisters. 

For lack of funds, the Center notes, a systematic follow-up of 
these children has not yet been undertaken. However, under a 
program financed by the Southwest Educational Development 
Laboratory, an effort has been made to evaluate the San Antonio 
project on the basis of (a) changes in the children attending its 
classes during the 1968-69 school year, and (b) a comparison of 
these changes with those experienced by children in two other 
groups. One of these groups came from three day-care centers in 
San Antonio funded as Head Start programs under the Office of 
Economic Opportunity and concerned with children from Mexi- 
can-American families of low-economic status. These centers of- 
fered some of the elements of the Good Samaritan program but 
were concerned in the main with providing all-day care and super- 
vised play. The second comparison group comprised 16, 3-year-olds 
who were eligible for the Good Samaritan’s regular program but 
could not be admitted. The parents of these children were encour- 
aged to participate in a parent-involvement program ; through it, 
the Center hoped to learn whether or not the children could be 
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affected indirectly by increasing the parents’ interest in child de- 
velopment. As it turned out, the fathers and mothers involved in 
this program attended the scheduled semi-monthly meetings quite 
irregularly, and the discussions — though they included such topics 
as hygiene, mental health, and story-telling techniques — were not 
so specifically concerned with child development as had been 
planned. Essentially, the children in this group may be considered 
controls — that is, as having experienced no significant interven- 
tion. 

To try to determine the intellectual development of the children 
in the three groups during the nine months between September 
1968 and May 1969, the staff used: 

1. The Leiter International Performance Scale, a non-language 
test relying heavily on visual discrimination. Some items call for 
matching one object with another; others, for grouping objects 
that belong together. The examiner demonstrates what is to be 
done — for example, he takes a red block and puts it with a red 
square. Then he gives the child other items in the same category to 
do by himself. 

2. The Peabody Picture Vocabulary Test, which provides an 
estimate of the child's verbal intelligence although the child him- 
self is not required to talk. The examiner names an object (such as 
“dog”) and then asks the child to point to it in one of several 
pictures presented to him. In addition to the standard English 
version of this test, the Center developed and used a Spanish 
version. 

The results are shown in Table 1. 

Table I 



AVERAGE SCORES BEFORE AND AFTER NINE MONTH TRIAL PERIOD 



Test 


Good Samaritan 


Day Care 


"Controls"* 




Sept. 


May 


Sept. 


May 


Sept. 


May 


Leiter 


107 


121** 


99 


101 


97 


96 


Peabody — 
English 


59 


68 


60 


63 


58 


58 


Peabody - 
Spanish 


88 


102** 


76 


77 


75 


80 



* Children in Parent-Involvement program. See text. 

^Significant at less than the .01 level, meaning that the results would have oc- 
curred by chance less than 1 time in 100. 

In the first examination, as expected, since all the children came 
from educationally deprived, non-English-speaking homes, all 
three groups scored well below the national average in a test — the 
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Peabody — requiring the use of English in its administration. Each 
group fell below the average by at least 40 points. Even in the 
Spanish version of this test, the groups scored from 12 to 25 
points below standard. On the instrument not requiring language 
in its administration — the Leiter — all three groups fell within the 
normal range. This result, too, had been expected. 

Nine months later, only the children who had attended the Good 
Samaritan Program showed marked gains. On the English version 
of the Peabody Test, this gain was not — by a slight margin — sta- 
tistically significant ; on the Spanish version and on the non-verbal 
test, it was. The scores on these tests were also significantly 
greater than those made by the other groups. 

In sum, the Center’s program for 3-year-olds significantly in- 
creased their intellectual performance as compared with what it 
had been and as compared with the performance of children in a 
traditional nursery school program and with that of children not 
involved in a program. 

The staff emphasizes that these findings are for a single year 
only and for small samples. It points out, too, that the evaluation 
tests used so far are not ideal by any means. Though the Leiter 
eludes the language barrier, the test is time-consuming and those 
who administer it may unwittingly provide clues to answers unless 
specially trained. The experience at San Antonio suggests that the 
vocabulary of the Peabody Picture Vocabulary Test is too ad- 
vanced for disadvantaged pre-school children and contains too few 
items at each age level for accurate measurement of differences 
between groups. 

Improved evaluation measures. In conjunction with child devel- 
opment authorities in Texas universities and the public school 
system, the Southwest Educational Development Laboratory is de- 
veloping and standardizing several tests intended to measure a 
pre-school child’s proficiency in language more adequately than 
tests now available. One such effort is modeled on the Peabody but 
has a vocabulary drawn from the same list of words used in 
building the school’s language lessons. The new tests, which have 
both English and Spanish versions, are to be made available na- 
tionally after they have been standardized. Tests to indicate a 
youngster’s achievement after a given lesson or lesson unit are 
also being developed. As another means of evaluating the pro- 
gram, children in the San Antonio project will be followed for 
several years after they have entered the city’s schools. 

Working with Parents 

The Center keeps in touch with parents through monthly meet- 
ings to which all fathers and mothers are invited and through 
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conferences with individuals when desirable. The meetings are 
quite informal, almost like family gatherings ; mothers even bring 
their new babies to be admired. At one recent session, the talk got 
around to how children ought to behave when they got to public 
school. One mother expressed the opinion that the teacher was 
always right. “Keep quiet,” she said she told her first-grader; 
“then the teacher is going to like you, and you’ll pass into second 
grade.” The other parents seemed to agree. Mrs. Blankenship sug- 
gested, though, that it was healthy for a child to ask questions, 
that he had a right to ask them, and that, in fact, a teacher would 
like him to ask them. 

When a problem arises that the Center alone cannot meet, the 
people who know the child and his family — generally at least one 
teacher, her assistant, and Mrs. Blankenship — talk it over and 
decide how to advise the parents. Usually the mother will be asked 
to drop in; sometimes a staff member will visit the home. The 
mother of an extremely timid girl was advised to scold her less, 
praise her more, and give her some opportunity to talk. The par- 
ents of a boy who had no motivation because at home his older 
brothers and sisters did everything for him, were advised to let 
him have more responsibility and to praise him whenever he un- 
dertook a new task. 

Parent Education Program . This program, a revision of the 
parental involvement project noted earlier, is for 16 mothers of 
3-year-olds who are not included in the regular pre-school course. 
At the start, each mother was video-taped as she taught her child 
simple tasks, such as sorting blocks, and as she read to him. The 
staff wanted to learn how well the mothers explained a task to 
their children, how they organized information, to what extent 
they used praise, and how much affection there was between 
mother and child. Now the Center is trying to train the mothers to 
work with their children more effectively. This involves showing 
them how they can present educational activities, such as compar- 
ing fruits of different color and size and labeling and counting 
common household objects. In many cases it also involves chang- 
ing certain behavior patterns, the most common of which is to 
ignore good behavior and punish bad behavior, so that the only 
way a child gets attention from his mother is to misbehave. 

Mrs. Blankenship, working with mothers at the Center, demon- 
strates a different activity each week. Once a week another staff 
member visits the homes and observes how the mother works with 
her child and whether or not the child has learned the activity for 
the week. The Center plans to continue this program for three 
years so that it can compare the effects of working directly with 
children in the classroom and working indirectly with them 
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